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MAKING THE HOSPITAL A PLACE OF BEAUTY FOR THE PATIENT* 


Stimulating Patients’ Happiness One of Chief Requisites of Hospital Architecture and 


Equipment—Suburban Site Desirable- 


-Best Possible Ventilation a Necessity— 


Simple and Dainty Effects To Be Aimed at in Furnishing Patients’ Rooms 


By WILLIAM ORR LUDLOW, or LupLow & PEABopy, 


OW much do the aspects of our surround- 
ings affect health? Not long ago I visited 

the Mammoth Cave in Kentucky and there was 
pointed out to me in one of those subterranean 
avenues two little huts built some sixty years ago 
on the theory that tuberculous patients living in 
that never-varying temperature of 58 degrees 
would be greatly 
benefited. I need 
hardly tell you 
the result; three 
died in the cave 
inside of three 
months, and the 
others shortly 
after leaving the 
depressing place. 
Whatever the 
effect of the 
even, cool tem- 
perature, we 
need no argu- 
ment in these 
more enlightened 
days to persuade 
us that the gloom 
of a cave exist- 
ence, the lack of 
revitalizing sunlight, the absence of color, the 
dread aspect of rugged, black, overhanging rock, 
and the grewsome reverberation of voice and 
footsteps were ‘in themselves enough to depress 


Fig. 1. 


*Read before the Twenty-first Annual Convention of the American 
Hospital Association, Cincinnati, September 8-12, 1919. 





The soft lights and stately pillars give an air of quiet dignity and elegance to 
this attractive foyer. 


ARCHITECTS, NEw YorK City 


the mind to such an extent that eventually the 
body could not endure. The fact that the body 
suffers with the mind and rejoices with the mind 
—especially when the body and mind are both 
in the sensitive state induced by illness—is too 
well known to need repetition. I conceive it, 
then, one of the functions of the hospital build- 
ing and its equip- 
ment and _ fur- 
nishings is to 
minister to re- 
covery by  pro- 
viding those sur- 
roundings best 
adapted to 
mental happi- 
ness, as well as 
by providing the 
hygienic condi- 
tion and service 
which have for 
so long been our 
first care. In 
this brief paper 
I shall endeavor 
to make a few 
suggestions _re- 
lating to the 
patient’s comfort and applicable to existing build- 
ings, as well as to new construction. 

But first let me say, relative to new buildings, 
that I believe we should build our city hospitals 
more generally in the immediate suburbs rather 
than in the thickly-populated districts. True, a 
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certain number of hospitals, especially for emer- 
gency cases and for ready access for the medical 
profession, must be near centers of population; 
but these in number should be the minimum. 
What is less conducive to the comfort of the pa- 
tient than the outlook on narrow city streets and 
little back yards, the lack of breeze on stifling 
summer nights, the hundred street noises never 
ceasing by night or day, the air laden with city 
dust, and the lack of sunlight? Ready accessi- 
bility by automobile puts the hospital building 
located in the suburbs in these days in quite a 
different light, and I should advise those who 
have building in contemplation to consider most 
seriously suburban or rural location. 

The exterior aspect of the building is a con- 
sideration of some weight. The antipathy of the 
average person, now fortunately being to an ex- 
tent modified, is due no doubt partly to the uncom- 
promisingly stern institutional look of so many 
of our hospital buildings, particularly those of 
the earlier types. The responsibility for this 
rests squarely on the shoulders of the architect, 
for funds for elaboration and expense are in no 
wise necessary to an air of comfort and uncon- 
ventionality. 

Of those trustees and managers whose charge 
is an old building I would ask: What have you 
done with perhaps even your few square feet of 
surrounding ground? I have seen even factories 
made to extend a welcome by a judicious plant- 
ing of cedars, shrubbery, vines, and grass. 

Now, as we enter the building, what impres- 
sion is made on the mind? Does the stern and 
sterile aspect of the lobby and reception room re- 
mind us that this is an institution, and does the 
apprehensive eye of the prospective patient seem 
to read from his surroundings, “Abandon hope, 
all ye who enter here”? We are not really afraid 
of germs in the lobby and reception room; then 
why not let warm color, rugs, and dainty hang- 
ings say, “There are kindly people here just as 
in your own home, who will minister to your com- 
fort.” 

To you of the old building again, have you 
looked over your entrance carefully to see wheth- 
er its air of friendliness would not be greater if 
you had a few wicker chairs, a warm floor cover- 
ing, light window draperies, and a little bright 
wall stencilling? 

But the greater part of the patient’s time must 
be passed looking at the four walls and ceiling 
of a ward or private room. Except where great- 
est economy demands, or for certain types of pa- 
tients, the public ward will some day give place 
largely to single rooms, and thus the greatest ob- 
stacle to satisfactory surroundings will be over- 





come. But even in the ward many of the follow- 


ing considerations are applicable. 


For the comfort of the patient the best possible 
ventilation is, of course, a necessity; and person- 
ally I believe that, for single bedrooms and even 
for most wards, Nature’s good fresh air taken 
direct from out-of-doors provides the best, even 


though at times quite unequal in quantity and 


quality. Artificial ventilation by blower and ex- 
haust fan is essential to operating and anesthetiz- 
ing rooms, kitchens, and often laboratories, toilets 
and utility rooms, but I believe the considerable 
expense involved and the uncertain regulation by 
attendants make it undesirable for private rooms 


and wards. Such rooms should be equipped with 


solid wood transom sash over windows and doors 
and inclined adjustable deflectors for the lower 


window sash, but it should always be remem- 
bered, as conclusive experiments have shown, 
that the quality of air is less important than the 


flow of air which removes constantly from the 


body the stagnant air envelope which prevents 
the proper breathing of the pores of the skin. 
Comfort also depends to a large extent on the 


lighting, both natural and artificial. Every pa- 
tient’s room should have direct sunlight during 


some part of the day. The good cheer of sunlight 
as it falls on floor or walls is of great therapeutic 
value, quite as much psychologically as physically. 
Shades of which the position is adjustable and 
which pull both up and down permit of covering 
only the necessary portion of the window opening 
and make possible the inflow of air without the 
troublesome flapping. 

The worst type of artificial lighting in the pa- 
tient’s room is the ceiling fixture, either direct, 
indirect, or semi-indirect; for it puts the light 
squarely in the patient’s eyes. The semi-indirect 
is the least objectionable, as it gives greater dif- 
fusion of light, but even so bright a ceiling 
is trying to the eyes of one lying in bed. 
Moreover, a room never looks so cheerless as 
when illuminated by light diffused from a white 
ceiling, for practically all shadows are eliminated, 
and shadows are not only what we judge size, 
shape, and position by, but are so essential for the 
satisfaction of the eye that architecture as a fine 
art is, to an extent, a study of high light and 
shadow. 

The most satisfactory patient’s light is set be- 
hind the bed on the wall and so designed that the 
direct rays from the lamp are thrown on the bed 
where most needed, while the opalescent canopy 
over the lamp throws a soft diffused light through 
the room for general illumination. The lamp 
should be of a type that provides two or three 
different intensities by the pulling of a cord. 
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To you who have the old building, let me sug- 
gest that a most satisfactory light is the portable, 
which is attachable to the head of the bed, and 
which may be either turned upward toward the 
ceiling for general illumination or downward onto 
the patient’s bed, at the same time using the ad- 
justable intensity lamp, the lowest intensity of 
which gives just a faint glow in the room when 
the fixture is turned toward the ceiling, thus 
making a most desirable night-light. In the 
wards, a reflector light sunk in the floor, and cov- 
ered with heavy ground glass, gives the ideal 
night light. 

In furnishing the patient’s room, I would sug- 
gest the sweet, simple, dainty effects that the 
colonial bedroom provides, with furniture of 
simple lines, without mouldings but with color. 
The effect to be desired, of course, is “homelike- 
ness.” Pictures which will do more than almost 
any other one thing to lead away the tired mind, 
and which give the finishing touch to “homelike- 
ness” should always be part of the furnishing. 
Their dust-collecting propensities are small when 
one considers the relatively large surfaces of the 
furniture, window ledges, sash frames, and tran- 
som bars. 

Color has a much greater therapeutic value 
than commonly supposed. High keys and violent 
contrasts have by experiment been shown to ex- 
cite the sensory nerves to a degree causing actual 
distress. Note how sparingly Nature uses red and 
orange; even the glories of the sunset are allowed 
to last but a few moments; and the red flower in 
the fields is exceptional. Were it not that as much 
light as possible must be conserved in our rooms, 
green—Nature’s predominating, most endurable 
and most restful color—would be ideal. But, as 
light is admitted through a comparatively small 
opening, it is necessary to preserve its quantity 
by reflection from walls and ceilings of light 
tones. White is too extreme. The sunlight tones 
of cream, buff, and yellow should always be used 
in rooms of north exposure, and French greys, or 
light Nile green, where direct sunlight is more 
abundant. Blue is a depressing color when in 
large surfaces; and pink, which verges toward 
the red tones, should be used sparingly. 

The high tones can and should be used in wall 
and furniture stencil decorations, furniture cov- 
erings and window curtains, just as Nature gives 
cheer to man by fields dotted with flowers—yel- 
low, blue, and occasionally red. 

Food served on china simply decorated brings 
a joy to jaded appetites and weary minds, just as 
the flowers of thé field bring refreshment to the 
traveler. 

There are two other matters related to the com- 
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fort of the patient which I will briefly mention. 
With the first of these—odors—you will perhaps 
feel the building itself has little to do; that is 
partly true, but odors must be generated in a hos- 
pital and the problem is simply one of removal. 








Fig. 2. Not only contented, but happy, must be the occupant of this 
room, which provides so well for his physical comfort and at the 
same time recognizes his appreciation of the wsthetic. 


The architect must do his part by providing ade- 
quate means of ventilating everything; and the 
attendants and nurse must bear the responsibility 
of using them to capacity, for of all of the ele- 
ments that go to make antipathy for the hospital, 
none is more compelling than the “hospital odor.” 




















i BS Py R.A. BH, - 
manner to make their tiny hearts rejoice. 

There is joint responsibility again in the matter 
of noises. The building should make quiet pos- 
sible by the use of automatic door closers and 
arm-hooks instead of the noisy latch; elevators 
should operate by direct current motors where 
possible; door hangers should be of a noiseless 
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type; and the cars should always open into a 
vestibule and not into a hallway. Linoleum should 
be used in hallways and in the aisles of the wards. 

In concluding this paper, let me say that I have 
ventured these few suggestions relative to the 
comfort of the patient not merely that his en- 
forced sojourn may be a trifle less irksome, nor 
yet with the stronger motive of healing of the 
body made surer and quicker by comfort and 
peace to the mind; but far more have I had in 
thought the widening of the scope of the hospital 
to possibilities perhaps never dreamed of through 
the overcoming of that great deterrent to enter- 
ing hospital care—the time-honored, let me say 


traditional, dread of that grim and austere place 
where sickness, misery, and death seem to so 
many to reign supreme. 

The hospital is the natural and proper place 
for thousands of cases that now are treated in 
inadequate home environments; and, once can a 
feeling toward the hospital as a place of rest, 
comfort, kindly attention, and care take the place 
of antipathy, the hospital—with the church and 
the school—the greatest of all institutions, will 
have its rightful place and scope. Then, like the 
Red Cross nurse to our soldiers on the battlefield, 
will it be thought of only gratefully and lovingly 
as the Greatest Mother in the World. 





A HALF CENTURY’S STEADY GROWTH IN USEFULNESS 





From Small Beginning Boston Children’s Hospital Has Attained World-Wide Renown— 
Convalescent Home in Country Cares For Little Ones of Poorer 
Families Until Entirely Cured 


By Our EASTERN CORRESPONDENT 





HE Children’s Hos- [— 

pital of Boston was 
incorporated March 22, 
1869, and, having 
secured a house at 9 
Rutland Street, started 
in with accommoda- 
tions for twenty chil- 
dren and necessary 
help. The first patient 
was received July 20, 
and during that year 
thirty children were 
cared for. The follow- 
ing summer the pa- 
tients were moved into 
a new and larger build- 
ing which had been 
leased on the corner of 
Rutland and Washing- 
ton streets. That year 
the total number of 
children received was 








summer of that year a 
small beginning in the 
way of a convalescent 
home was made, and 
accommodations for 
six children and a 
nurse were obtained in 
Weston. About this 
same time it was decid- 
ed to organize an out- 
patient department in 
order that the large 
number of children 
who did not need ward 
care, or for whom pro- 
longed supervision was 
necessary, might have 
the advantage of skilled 
treatment and of the 
hospital resources. A 
house at 1525 Wash- 
ington Street was 
taken over, and the 











sixty-nine, and in 1871, 


ninety-seven. In 1872, Fig. 1. Just a modest eects <5" structure—this was the beginning 
in 1869. 


the Sisters of St. Mar- 

garet took charge of the hospital and, from then 
up to 1917, when they resigned, spent themselves 
lovingly and generously in its service. 

The years following 1871 saw a steady growth 
in the usefulness of the institution, and in 1874 
the hospital was obliged to turn away children be- 
cause of the absolute lack of facilities. In the 


= ——*! ¢linics were held three 
days a week. 

In 1873 a group of 
women who had been intensely interested in 
the hospital formed a ladies’ aid associa- 
tion, which most successfully cooperated with 
the managers in equipping the hospital 
with necessities and comforts. In 1875 these 
ladies opened a convalescent home in Wellesley 
where twelve children at a time could spend long 
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Fig. 2. 


happy hours in the sunshine and grow strong and 
joyous in the country. The majority of the little 
ones came from homes where sun, fresh air, and 
nourishing food were unknown, and, previous to 
the opening of the home, the hospital had been 
seriously handicapped by having to return the 
children to such unfortunate conditions before 
they were entirely cured. During the first few 
years the home was open from May to October, 
but later it was used the year round. In 1879 it 
‘ was enlarged to accommodate the steadily in- 

creasing number of needy cases. 
From 1876 to 1880 the hospital continued to 
grow and to become known throughout the com- 
munity as the hope of sick and suffering children. 


Twelve years have meant much in the way of growth. 
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As the hospital appeared in 1881. 


Up to this time no other institution had reached 
out for these poor little ones and impressed upon 
the public at large that prompt and intelligent 
treatment of a child might prevent the possibility 
of the deformity from a tuberculous joint, or that 
proper care of a child with an acute heart disease 
might limit the danger of its becoming chronic 
and resulting in a life of invalidism. 

In 1880 the out-patient department in its first 
annual report stated that it had taken in 251 pa- 
tients; in 1881 that number had increased to 336. 
At this time a subscription of $95,000 was re- 
ceived and land was purchased on Huntington 
Avenue for $30,000. The corner stone was laid 
in June of that year. On the twentieth of Decem- 














Fig. 3. 





Modern in every respect, the Children’s Hospital as it stands to-day is one of Boston’s most imposing structures. 
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ber, 1882, the new hospital was opened for the in- 
spection of the public, and on the day after Christ- 
mas it was dedicated. The capacity of the wards 
was sixty patients, with three rooms set aside 
for private cases. The wards were large and 
pleasant, and everything was planned for the 
most efficient medical and surgical care of chil- 
dren. 

In order to control the manufacture of sur- 
- gical apparatus for deformed children and to sup- 
ply the poorer people with such apparatus at low 
cost, a shop was built and equipped adjoining the 
wards. 

In 1864 owing to the growth of the hospital, a 
wing was added for a new out-patient depart- 
ment. The third floor was divided into a series 
of small wards for medical cases with single 
rooms, to be used in the event that either the 
medical or surgical patients should require such 
quiet. The years following the opening of the 
new hospital were years of remarkable achieve- 
ment and success. The institution became known 
not only throughout the country, but abroad as 
well, for the original work done by its medical 
and surgical staff, and for the excellent results 
obtained by its improved methods of treatment. 
Patients were received from all over the United 
States, Canada, and England. A department for 
diseases of the nose and throat was opened in 
1889 and fulfilled a much needed want in the 
community. 

In May, 1891, a training school for nurses was 
established, and at the end of the first year eight 
nurses were graduated. 

The hospital had taken 758 patients into its 
wards during 1896, and in the out-patient depart- 
ment 2,755 new cases had been received. In 1898, 
910 cases were treated inside the hospital, and 
3,145 new cases were cared for in the out-patient 
department. The convalescent home was opened 
during the entire year, and 355 children profited 
by its care. During these years, a visiting nurse 
had followed up cases from the out-patient de- 
partment where special teaching of the mother 
and supervision were needed. The training 
school had given courses at the Infants’ Hospital 
at St. Margaret’s, and in 1898 fourteen women 
were graduated. -A house on Gainsboro street 
was leased for a nurses’ home, with accommoda- 
tions for eight nurses and one sister. 

At the end of 1900 the hospital reported 1,394 
children treated in the wards, 1,712 new cases re- 
ceived in the out-patient department, and 440 
children cared for in the convalescent home. The 
constant pressure of an increasing number of 
children showed the absolute inadequacy of the 
hospital building and the necessity for a larger 


and more modern building. In 1904, however, 
the convalescent home was burned, and it was 
thought best to defer plans for a new hospital 
until a new home was put up. This was accom- 
plished in 1905, when a larger and very beauti- 
fully appointed home was built and dedicated. 
As it stands, one hundred children are easily 
cared for under ideal conditions. 

In 1911 the fund for the new hospital seemed 
sufficient to warrant starting the work, and plans 





wy 





tte Seto 











Fig. 4. When the circus comes to town, the little sufferers forget 
their troubles. 


were begun. The spring of 1914 saw the build- 
ings completed. In June the children in the hos- 
pital on Huntington avenue were moved into the 
new hospital, and new patients were received. 
The general wards of the new building have ac- 
commodations for 132 children. Although the 
private ward can take in eighteen children and 
some of the rooms have accommodations for a 
mother or a special nurse, the demand for more 
rooms has been urgent and pressing. A private 
ward with twice the capacity could easily be filled 
the year round. This is proved over and over 
again by the fact that, although the private ward 
leaves a great deal to be desired in the way of 
situation and facilities, the pressure for accom- 
modations there remains constant. 

The expansion of the hospital was immediate. 
During the months from September to December 
the number of patients in the wards increased 44 
per cent and the visits made to the out-patient 
department, 36 per cent. In 1915, a comparison 
with the figures of 1913 showed an increase of 74 
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per cent in the number of patients in the wards, 
42 per cent in the number of operations, and 74 
per cent in the number of out-patient visits. The 
new hospital wards make it possible to care for 
the children under ideal conditions, with plenty 
of fresh air and sunshine, and with the minimiz- 
ing of the occurrence of contagion by the group- 
ing of patients in small units. The out-patient 
department has plenty of room for its very large 
clinics, and its admirable equipment of operating 
rooms, plaster rooms, gymnasium, and laboratory 
guarantees a satisfactory handling of such clinics. 

The school of nursing has increased in the num- 
ber of pupil nurses to meet the demands made on 
it from the various hospital departments and 
affiliations. Its high standing enables it to meet 
the requirements of the Board of Regents in the 
State of New York, as well as those of the state 
and national associations of nurses. 

Following the epidemic of infantile paralysis 


in 1916, the hospital was requested by the Com- 
mission on After-Care of Infantile Paralysis in 
New York City to loan its instructor in physical 
therapeutics to New York to instruct nurses in 
muscle reeducation; and, during three months 
of her absence, New York nurses were sent to 
Boston to be instructed, partly at the Children’s 
Hospital. The commission appointed in October 
by Harvard University to study infantile paraly- 
sis was requested by the State Department of 
Health of Massachusetts to conduct the after-care 
of infantile paralysis in Boston, and this commis- 
sion in turn requested the infantile paralysis 
clinic at the Children’s Hospital to serve as cen- 
tral clinic. This has extended the influence of 
the hospital throughout the community, and has 
founded an important relation with the State De- 
partment of Health and with Harvard University, 
a relationship which has been of great gain to the 
Children’s Hospital. 


A TUBERCULOSIS HOSPITAL CONSTRUCTED AT LOW COST* 





Compactness One of Chief Characteristics of Rhode Island Institution—Built-In 
Screens Unusual Feature—Window Sashes Enable Wards to Be 
Converted Into Covered Porches 


By HARRY LEE BARNES, M.D., SUPERINTENDENT STATE TUBERCULOSIS HOSPITAL, WALLUM LAKE, R, I. 


N 1911 the special commission appointed to in- 

vestigate the need of a hospital for advanced 
cases of tuberculosis reported favorably, and in 
1915 the General Assembly authorized the ex- 
penditure of the $150,000 bond issue to build and 
equip the new hospital on the grounds of the state 
sanatorium. The board of control and supply, 
which was responsible for the work, authorized 
the preparation of plans and specifications by a 
committee consisting of Mr. Walter F. Fontaine, 
architect, Dr. Dennett L. Richardson, and myself. 

It was decided to locate the new hospital north 
of the employees’ building. An open space of 200 
feet was allowed in order to obtain a better 
view and to prevent employees from being dis- 
turbed by the coughing of patients. To safeguard 
the lives of bedridden patients and to secure a 
permanent investment, a fireproof building was 
the only one considered. The building has practi- 
cally no wood or other combustible material ex- 
cept doors, window-frames, and sashes. The door 
frames in the three upper floors are of steel. 
The doors and windows of the stairway and ele- 
vator shaft contain wire glass. To eliminate the 
connecting corridors which waste so much space 





*A criticism of the plans of this sanatorium by a leading hospital 
consultant will be found on page 424 of this issue. Dr. Barnes replied 
to this criticism with the article appearing on page 424. 


and money in the construction and upkeep of in- 
stitutions, the building was built compactly four 
stories high instead of being constructed as a 
lower building covering more area. As consider- 
able space was needed for room for employees 
and offices, the basement floor, which has as much 
light and air as the first story of any ordinary 
building, was given over for this purpose, thus 
eliminating the cellar which is largely waste 
space in many hospitals. 


TABLE I. COST OF CONSTRUCTION AND EQUIPMENT OF THE 
NEW HOSPITAL 


Construction 


SD ota ohne ceswahine es eeeensssanuchsesked $ 85,227.50 
Plumbing, Oe ee ee een 12,679 51 
Heating Sea eee eRe ee ook ae nu ow eee eka 11,720.72 
i a 5,861.87 
ES EET Pe eee nr ee ree 4,903.27 
i C(O oe eeekoeeahaae wens 8,670.00 
ES fee ds ieee tbe dk phe beennedandeud 1,130.88 
i asc n cecangededeebassatateaenes 872.00 
En os reiceh ceenenad dence ad keneune 150.00 
ease cat eeda nt wa dew be ea ahh cae wdee 395.74 
Ne in ee eke ahi a Oak CR ERAS RS ehwee 189.87 
a ie eee Cees eer hedd ame ae 80.00 
RE huis Ne de cakeadennb ahs ehthidabcaeadeebas 77.55 
NE ek od veskeaeeeteedehabenen son 78.16 
0 US ERA yr Re ere me mnemer 59 00 
BE, Pn vanceccccncss aa ake cman e baaieakas eee 51.00 
EN EEE Se eee ene hen reat em 25.00 
EEE EE a RR Ee. 11 36 
SC UE wn55665066s008en00endesedanndéndo0neeeced 1,166 58 
las oe. ee che eu mdhe hha eae madd 200.22 
Dee kee eee Cee eae Nae eiek weenee 98.91 
Tee es a ae ead em acen nee wee a mee weal 93.11 
nL cia ine pee eae eke eek Weds see ke beacnenee 89.30 
ie bein Sais a ib ak dhe ad ROR Oe aaa 64.76 
eo. 6h ies ceebseeeheheeeneeaacees 80.00 
i le aie nine cue cee deeb ddbsd RAS eaeeesees 20.44 
i A cae eve didedwadtaseihedheknekaw 13.26 
hea eh chu ie sd ocsne neseinbeeensSeehetennnaeanehs 9.68 
EE ee ee te eek eenesieenee Read 360.85 

Ee le ee ee ee rE $129,874.03 
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The hospital has a southerly exposure and is 
well protected by pine groves. The eighteen-bed 
wards in each wing of the three upper floors are 
completely flooded by sunshine (whenever there 
is sunshine) during the cold winter months. As 




















Fig. 1. A southern exposure permits entrance of sunlight and scent 
of pine. 


spring advances the sun, being more vertical, 
enters the wards less and less until by May it 
does not touch the beds, and by July it enters 
only about two feet on the south edge. The Whit- 
ney sashes on the whole south side allow these 
wards to be converted into covered porches at 
will. This is of great importance even for hope- 
less cases, as these patients frequently do not 
realize that their condition is hopeless and are not 
contented unless they have the open-air treat- 
ment. “Taking the cure” is agreeable to all from 


April to November, and during the rt 


remainder of the year we allow the 
patients of each ward to decide by 
majority vote how much open-air [ 
treatment they will take. Many of 
the wards continue the treatment 
through the entire winter months. 

Some authorities prefer uncovered 


the door casings and beds and ruffling the temper 
of both attendants and patients. Uncovered 
porches offer no extra advantages except the 
psychic one of inspecting the stars before falling 
asleep. Our patients, many of whom have 
previously enjoyed sleeping on uncovered porches, 
have been satisfied with these porch wards. 

The three upper floors are exactly alike, each 
having fifty-one beds divided into two eighteen- 
bed wards, seven double rooms, and one single 
bedroom. Each floor can be administered as a 
ward unit, as it has a dining room, diet kitchen, 
utility, linen, and examination rooms; or, if pre- 
ferred, each floor can be administered as two 
wards for opposite sexes, as there are two locker 
and bathroom units. We have not found the 
eighteen-bed ward too large, as particularly 
noisy coughers can be moved into the rooms in 
the rear extension. The wards are divided into 
nine two-bed cubicles by glass partitions which 
are high enough off the floor to allow complete 
under-bed ventilation of the ward and high 


TABLE II. TOTAL CONSTRUCTION 


Equipment 

Lockers, towel racks, and screens.............sseeeeeee: $ 2,643.00 
a a a i a oak ok ea ase ins 2'635.00 
Furnishings, steam tables, food carts, ete. ............. 1,609.00 
Naira bai ack ain ain aot busand Saw vn we bedhes 1,196.00 
I i ia aca So a a el ad a a a 435.00 
SD Se OW GRIER. ooo cocci eccccccscescsseces 256.00 
a aa ei aialaining Re eee 204.78 
bd ona cs kh adins wad ca dh Renee ns wa ade 155.67 
I ERE REIS te eS gm ee eae 83.31 
os ic dank nome dangaeedehehankawanedn 1,933.78 
ee ee aN 6 inns iain naib al ww ik wasn ew vile 63.00 
GE ES SS EN Cee ene 6,061.70 
Seta teste kaacehuc aks Roedacnecasatawees 2,457.60 
EE ESL ATE TTS 291.76 
DE Sieieccesidepdibasdhuwawskudbadeedsaesecarsuwe 85.00 
I a a la ae a ad 11.37 
aia s asiat maly du awa lial iwiy-Gnidnie oon wed ie eee 4.00 
ME. ntdbecu rsdn dnedecnntagnsaseadenecscienenanes $ 20,125.97 

Total cost of construction and equipment (Tables 
RM Kcwcwuded kkbasentensGuisdeinenee ns tceeee cane $150,000.00 


= enough above the beds only to inter- 
pose between patients sitting up in 
bed. The two glass sections of the 
partitions next the foot of the bed 
are transparent, allowing the nurse 
to see the entire length of the ward, 
while the section near the head of the 
bed is translucent only. These glass 





porches for sleeping out in pleasant aaenae 
weather, but such porches cannot 

readily be obtained in buildings of 

more than one story, and porches Ure 
built at the side of ward buildings 
keep out sunshine and necessitate 
wheeling beds in and out during un- 
pleasant weather, usually defacing 








ne partitions are very satisfatcory. 
The proportion of beds in open 
wards to those in rooms was given 

















ron careful consideration, 30 per cent of 
* Tt the beds being put in rooms. After 
d — one and one-half years’ occupation of 
Cy the building with over 
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Walter F. Fontaine, Architect. 


Fig 2. First, second and third floor plans. 
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would not change this proportion. If we had less 
beds in rooms, we frequently would have to bathe 
patients on the ward and carry bedpans there, 
while, if we had more patients in rooms, we would 
have to put some there who, although more or 
less bedridden, can nevertheless go to the bath- 
rooms, and who much prefer being on the wards 
where they have the society of other patients, 
visitors, opportunity to hear music and other 
forms of enjoyment. We have only one single 
bedroom on each floor. Another such room would 
sometimes be convenient, but most of our patients 
care little for reading or privacy, regard a single 
room as equivalent to solitary confinement, and 
object to it strenuously. This is especially true 
of the men. 

A feature of our rooms—unique so far as we 
know—is that the screens between the beds, 
necessary when bathing patients or giving them 
other necessary attention were built in before 
the building was plastered by bolting part of the 
fixture to the gypsum block partitions. 

When not needed, the screens swing back 
against the wall. They are much cheaper and 
much more securely fastened to the wall than any 
manufacturer’s fixture applied over the plaster. 
The arms are three-eighths-inch iron pipe coated 
with aluminum bronze and are covered with cot- 
ton cloth which slips over the rod like a sash cur- 
tain. It was found necessary to omit the battle- 
ship linoleum floors specified in the contract, but 
the granolithic floors have been fairly satisfac- 
tory. 

Employees at first made some objection to the 
basement rooms because they were 
partly underground. These rooms 
are actually about two feet below the 
grade, but have two ordinary size 
windows, and, being south rooms, 
have about all the sunshine there is. «t+ 
Employees now prefer to leave rooms , pi 
of unusual size and attractiveness in f 
the second and third stories of our =", 
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was too late to avoid much of the increase in cost 
of labor and material which occurred about that 
time, the appropriation of $150,000 was sufficient 
to cover all expenses, including grading and 
architect’s fees, and of building and equipping 


























Fig. 3. Glass-partitioned ward showing two-bed cubicles. 


ready for use. The structure accommodates 153 
patients. As only three of the four floors, or 
three-fourths of the building, are utilized for 
patients’ quarters, the latter actually cost, 
equipped, only $735 per bed, a low cost for war 
times. The basement floor, which is_ three- 
fourths above ground, contains, besides eighteen 
employees’ rooms, a waiting room, a visitors’ 
room, doctors’ and dentists’ offices, a surgical 
room, x-ray rooms, a laboratory, sewing, blanket, 
trunk, and autopsy rooms, and a morgue. Con- 
duits were constructed for a future clock system 
on all wards, and space was left for 
a vacuum cleaning system. The ap- 
propriation for the x-ray was 
diverted to install a refrigerating 
plant in the old administration build- 
ing. The tunnel transmits steam 
mains and returns, and electric and 
telephone cables, and is convenient 
for conveying food from the kitchen 















old administration building to occupy 
these basement rooms, their chief 
reason being convenient location to 
the street and the hospital elevator. 

Although the period of construc- 4 
tion, April, 1916, to January, 1918, f | 





to elevators. It cost $5,000. 
The above statement of costs in- 
cludes everything except $1,071 
for extra blankets. It includes 
practically all grading, 
expect carting of loam. 
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of space devoted to employees’ rooms and offices. 
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I.—A Middle -Western Community and Its Four Hospitals—Problem of Diagnostic Facili- 
ties in a Small Commaunity—Complications Created by Numerous Institutions 


By MARY KATHERINE CHAPIN, ContriBuTING EpiTor, THE MopERN HOSPITAL, CHICAGO. 


FOREWORD 
INCE this brief series of articles is a tenta- 
tive venture in a new field, a brief outline 
of the purposes which direct and the limitations 
which define it seems advisable. 

The hospital exists to serve the community; 
this principle no one will deny. Yet the technique 
of hospital administration has become so absorb- 
ing that it attracts the almost exclusive atten- 
tion of experts, and often the hospital seems to 
be a self-centered world in itself, as it were. 
Possible a study of the rural hospital in its rela- 
tion to the rural community may bring to light 
values which now are sometimes overlooked. 
The method here chosen is that of a series of 
sketches from life of a few representative com- 
munities with their hospitals. 

This preliminary study is made by one person 
unaided. Of necessity, therefore, it omits or 
touches but lightly on many important aspects of 
the broad subject which it introduces. It does 
not assume to be exhaustive in method or all- 
embracing in scope. The brief time and limited 
means at command permit the study of only a 
few localities, and only the salient features in 
these. Within these limitations every effort has 
been made for accuracy and fairness in present- 
ing facts. At the same time the purpose is, not 
to distribute praise and blame in any particular 
local situation, but so to present the facts that 
other communities may draw from these facts 
any lessons which may be useful to them. Since 
the purpose is, not to pass judgment on individual 
communities and institutions, identification of 
the localities by name seemed unnecessary and 
unwise. Therefore, although the descriptions in 
this and the following articles are faithful reports 
of personal observations, the local names used are 
all fictitious. 

Final conclusions—a solution of the rural hos- 
pital problem—would be too much to hope from 
such a study as this. If it succeeds in furnish- 
ing a preliminary definition or scaffolding on the 
basis of which further and more comprehensive 
work may, perhaps, be carried to completion, it 
will have served its purpose. 


THE CITY OF MIDVALE, CORTEZ COUNTY 


Midvale, the county seat of Cortez County, 
Indiowa, lies near the center of the county, 
at a point where the flat monotony of the rich 





western farm lands is agreeably broken by the 
wooded hillsides that line the courses of the In- 
diowa and Red rivers. The 1910 Federal census 
gives it a population of 9,535—nearly 10 per cent 
less than the population given in the census of 
1900—but this aspersion Midvale indignantly re- 
pudiates, and, awaiting the fourteenth census, 
claims 12,000. Only very mild interest is aroused 
by the census figures showing that, whereas the 
population of Cortez County as a whole had in- 
creased slightly—less than 5 per cent—during the 
decade 1900-1910; the rural population of the 
county had decreased 7.5 per cent. 

The region within the county to which Mid- 
vale naturally serves as a center comprises an 
area of, roughly, about two hundred and fifty 
square miles, with a population still more roughly 
estimated at about twenty thousand. (I am in- 
cluding within this area only the territory which 
finds its most convenient transportation to Mid- 
vale rather than to Cortez, Brazil, or Selby.) 

The population of the community is prevail- 
ingly agricultural, American, and _ well-to-do. 
Some poverty there is, but concerning its extent 
and degree opinions differ; the very poor ap- 
parently cluster around the local industries such 
as the plate glass factory and brick works. 
As evidence of the small extent of poverty is cited 
the fact that most of the patients of the local 
public health nurse prefer to pay for her services 
(from five cents to seventy-five cents a visit). 
The physicians of the community are said to 
make good incomes as a rule. 

The population of the county, according to the 
thirteenth census, was 90,000 in 1910. As In- 
diowa became a registration state for deaths only 
last year, there are no vital statistics available 
for the county. The city of Midvale Has reg- 
istered deaths, but has kept the records in such 
manner that the computation of a death rate 
would be a hazardous as well as a laborious task. 
Registration of births in the city has been optional 
and therefore incomplete. 

There are, besides the hospitals, a number of 
other agencies at work to maintain health and 
combat disease in this region. Midvale has a 
part-time city health officer, a medical man. The 
county physician is likewise a part-time man; 
he is also, but by appointment, medical director 
of the Cortez County Tuberculosis Sanitarium. 
The Midvale school board has recently installed a 

















school nurse; the Midvale Public Health Nursing 
Organization supports a public health nurse, who 
is detailed to this service by the Red Cross; and 
one nurse at the Cortez County Tuberculosis San- 
itarium gives two days a week to work as a visit- 
ing tuberculosis nurse. Some deduction must, it 
seems, be made from the American Medical 
Directory’s showing of forty-one physicians prac- 
ticing within the territory which has been spoken 
of as naturally tributary to Midvale, for several 
of these men have moved away or are no longer 
in practice. Apparently, however, there are 
enough practitioners left to supply the needs of 
the population. To these may be added—if reck- 
oned as an addition—thirteen midwives and sev- 
eral osteopaths and chiropractors, listed in the 
city directory. 

Outside of Midvale, the nearest hospital facili- 
ties are ten and fifteen miles away, respectively, 
in Cortez and Brazil to the west, and Selby to 
the south; to the north and east there are none 
within the county of Cortez, nor, indeed, any 
of more than twenty beds outside the county 
nearer than about forty miles. The nearest hos- 
pitals of two and three hundred beds are about 
seventy miles away. 

Midvale itself has four hospitals. Two of these 
are private and two public, with a combined 
capacity of 163 beds. This census of hospitals 
and beds does not include the Clark Company’s 
sanitarium at Broken Rock near the city, which. 
as it is exclusively for the benefit of the em- 
ployees of a corporation operating outside of the 
county, does not enter into an estimate of local 
hospital facilities. This count does, however, 
include one private and one public tuberculosis 
sanitarium, which between them have over half 
the total hospital beds—85, to be exact. For dis- 
eases other than tuberculosis, therefore, Mid- 
vale has a total of 78 beds. Some paralytic 
and other chronic cases are cared for in the Cor- 
tez County Home, outside of the city, which, as 
it is in no sense a hospital, is not included in 
this count. 

Oswald Memorial, the city hospital of Midvale, 
is the oldest of the four local institutions, having 
been founded about twenty-five years ago with 
twenty-three beds. The newly completed John 
Haverson Annex now gives it sixty. It is sup- 
ported in part by endowment and in part by a 
special city tax, in addition to which is the in- 
come from paying patients. Under the terms 
of the original bequest to the city, indigent citi- 
zens of Midvale are cared for free. County cases, 
paid for by the county, are received, and also 
private cases, for which rates range from $1.50 
a day for ward cases ($1 in the children’s ward) 
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to $5.50 for private room with bath. All classes 
of cases except contagious are received. 

The location, in the heart of the business dis- 
trict, was determined by the original donor and 
subsequently a second bequest, under which the 
new annex was erected, made an adjoining loca- 
tion compulsory for that building. It has the dis- 
advantage of city noise and dirt, and the ad- 
vantage of convenience. Accident cases are fre- 
quently received, and the local surgeons do prac- 
tically all their dressings in the hospital instead 
of in their offices. In a hospital which does not 
have an intern, moreover, there is decided ad- 
vantage in being near enough to most of the local 
profession to be able to call one or another of 
them at any hour of the night or day. 

When this hospital was recently enlarged from 
twenty-three to sixty beds, the trustees, desiring 
to improve the standard of service to the same de- 
gree, sought for a superintendent with larger 
experience than that afforded by a hospital of this 
class. The present superintendent, a registered 
nurse, who has supplemented experience by spe- 
cial training in hospital administration, takes her 
profession seriously and even enthusiastically. 
She undertook her present position (in the small- 
est hospital with which she has ever been con- 
nected) out of a desire to see what could be done 
toward making a model small hospital, in which 
ambition the trustees encourage her. 

The staff includes a trained dietitian, who also 
acts as housekeeper. The assistant superintend- 
ent has taken training intended to qualify her as 
an x-ray technician. There is a training school 
of twenty-five pupils, graduates of which are 
eligible for state registration, and which affiliates 
with a city lying-in hospital for obstetric 
experience. Plans are under discussion for affil- 
iation with the Cortez County Tuberculosis Sani- 
tarium. A ten-hour day is at present in force. 
The old hospital building is being fitted up for 
temporary use as a nurses’ home. There are no 
interns. 

The diagnostic laboratory equipment is con- 
fined to an x-ray outfit, operated, as previously 
indicated, by a technician. No medically trained 
roentgenologist is officially connected with the in- 
stitution, although several of the local practition- 
ers who use the hospital are said to be compe- 
tent to interpret plates for surgical work. The 
hospital has no bacteriologic, pathologic, or chem- 
ical laboratory facilities. 

Oswald Memorial Hospital has no organized 
medical staff. ‘Any reputable physician” of the 
city of Midvale may bring his cases there and 
treat them according to his own ideas without 
question. The medical profession show little en- 
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thusiasm for the provision of complete diag- 
nostic facilities. Such things cost money; those 
who have the money can have these advantages by 
paying for them, and those who have not can do 
without as they always have done. 

To the credit of Oswald Memorial Hospital it 
should be said that the evils of amateur admin- 
istration of anesthetics, and of fee-splitting under 
this disguise, are absent, for, by custom rather 
than rule, all anesthetics are administered by one 
or the other of two experienced medical men. It 
is said in the hospital that the local profession is 
most ready and cheerful in rendering charity 
work when necessary. Further to the credit of 
local practice in the hospital is the impression 
that surgeons who practise there take pride in a 
careful aseptic technique, in consequence of which 
postoperative infections rarely occur. This, how- 
ever, is a matter of impression and not of record; 
Oswald Memorial Hospital keeps no records of 
medical performance, and the local profession 
does not recognize the need of them. 

Next in age and in number of beds is the 
Midvale Tuberculosis Colony. This is a private 
institution, which was founded in 1904 as the out- 
come of a campaign carried on by the founder 
and medical director to interest the public in the 
principles of tuberculosis treatment, at a time 
when all doors were closed against the tubercu- 
losis patient, as such, much as they are closed now 
against the venereal patient. It was the first in- 
stitution in the Middle West to practise outdoor 
treatment of tuberculosis, and was intended to 
serve as a kind of experiment station to demon- 
strate the value of such treatment and the rela- 
tive unimportance of climate as a factor. Orig- 
inally it consisted of a few army tents for sleep- 
ing purposes and one large dining tent. The tents 
have been supplanted by cottages and hospital 
“apartments,” together with such other buildings 
as are necessary to the medical and physical care 
of the patients. The location, on high ground 
overlooking the Indiowa River and the city of 
Midvale, is most attractive. 

The present capacity is fifty-one beds. Nursing 
care is furnished by a trained head nurse with 
seven trained attendants under her; the medical 
director believes this arrangement preferable for 
tuberculosis to a staff of trained nurses. The 
superintendent (a son of the medical director) 
was formerly a hotel man. Rates run from $30 
to $40 a week. 

A diagnostic laboratory, at first limited in 
scope, has gradually been enlarged until it now in- 
cludes facilities for x-ray and bacteriologic work 
and serum tests of all kinds, as well as the ordi- 
nary gastric and urine analyses, etc. The head 
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of the laboratory (another son of the medical 
director) is a young medical man _ specially 
trained and interested in diagnosis. He is 
assisted by a technician. 

The medical director of the Midvale Tuberculo- 
sis Colony lays great stress on the value of 
records in tuberculosis. He has worked out a 
system of records which, he believes, represent 
an adequate minimum, if kept up, as here, to give 
a complete review of the patient’s condition each 
month. 

A few hundred yards distant, enjoying practi- 
cally the same beautiful location as the tubercu- 
losis colony, is the Indiowa Valley Hospital, an 
institution of eighteen beds. This was founded 
to serve as a diagnostic hospital. At present the 
division of work is between internist and sur- 
geon, in the persons of the medical director and 
one local surgeon called in consultation when 
necessary. The diagnostic facilities are those of 
the laboratory just mentioned, which are shared 
with the tuberculosis colony. For the present, 
“any reputable physician” is allowed to bring 
cases in without question or supervision, but this 
is regarded as a temporary potboiling expedient, 
to be discontinued as soon as the demand for the 
services of a diagnostic hospital increases. The 
only records kept by the hospital are those of the 
medical director. The superintendent is a trained 
nurse; nursing service is furnished by a staff of 
five nurses. Rates are from $30 to $45 a week. 

As the Indiowa Valley Hospital and the Midvale 
Tuberculosis Colony are both private institutions, 
owned and controlled by members of one family 
and modeled by the same general idea, they share 
the same facilities in many respects (laboratories 
and kitchen, for instance) and much of what may 
be said of one applies to the other. In both, much 
intelligent and thoughtful care has been expended 
on the working out of such details as attractive 
decoration of rooms, comfortable lighting, the 
planning of doors and corridors with a view to 
convenient moving of beds, and, in general, to 
what may be called “hotel service.” In both the 
hospital and colony there is a frankly commercial 
or business element; that is, both are business in- 
vestments, expected to pay running expenses, in- 
terest, and profit, like any other investment. This 
is an honestly expressed principle of management, 
and seems to be compatible with ideals of a high 
grade of medical as well as hospital service. It 
means, however, that these institutions cannot 
take charity cases. 

Across the road, a short distance away, still 
on high wooded ground, is the Cortez County 
Tuberculosis Sanitarium, which opened early this 
year with thirty-four beds. The medical director, 
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as before mentioned, is the county physician; the 
superintendent is a trained nurse with a number 
of years’ experience at the head of tuberculosis 
sanitariums. Three graduate nurses are employed 
and as has been said, it is hoped to arrange for 
the affiliation of the training school of the city 
hospital with the sanitarium, thus giving the 
latter the use of several undergraduate nurses. 
The institution owns x-ray apparatus; the super- 
intendent is expected to act as x-ray technician, 
and the medical director intends to undertake the 
responsibility of interpreting the plates. A mem- 
ber of the local high school faculty comes in to 
do bacteriologic work. The record shown me as 
a specimen of those kept consisted, after the 
entrance examination, merely of records of 
temperature, pulse, respiration, medication, and 
nourishment. 

Although the sanitarium was intended primar- 
ily for indigent citizens of Cortez County, 
patients able to pay a little are received and 
allowed to pay according to their means. The 
county pays $1.20 a day for the maintenance of 
county cases. The Federal Government pays for 
the maintenance of tuberculous soldier patients. 
The institution is already crowded beyond its 
normal capacity of thirty-four beds, having 
forty-five patients at present. An additional 
pavilion with a capacity of twenty-five beds is 
being erected. A free clinic is held once a week. 
As previously noted, one of the nurses at the 
county sanitarium devotes two days a week to 
work in the homes of tuberculosis patients. 

THE PROBLEM RAISED BY THIS LOCAL SITUATION 

Now, what can be said of this group of hospitals 
as a whole? Do they justify their own existence? 
Each one certainly fulfills a distinct function and 
meets a distinct need in the community, although 
the two private hospitals, of course, are not in- 
tended to meet an exclusively local need. 

Are these institutions rendering adequate and 
satisfactory service up to the limit of their capa- 
bilities? Certain shortcomings are fairly evident. 
The two public hospitals obviously need strength- 
ening on the side of diagnostic facilities and 
records. The two private hospitals supply diag- 
nostic facilities and keep records of their own 
patients but have not created a general apprecia- 
tion or demand for these essentials in the com- 
munity, which might seem to indicate a compara- 
tive failure on the educational side. 

This suggests the question of the best way to 
solve the problem of diagnostic facilities in this 
community. Can diagnosis be given its best de- 
velopment in a small community such as this is 
by trying to install complete diagnostic facilities 
in each individual hospital, or by centralizing 
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them? If every hospital has a good x-ray installa- 
tion, is every hospital going to have a competent 
roentgenologist—competent, that is, not merely 
to make plates but to interpret them? Is the 
community going to supply sufficient material to 
keep more than one or at most two men in good 
practice? If the service is centralized for the 
whole community, on the other hand, what is the 
best guarantee, particularly if it is performed by 
a commercial laboratory, that it will be rendered, 
not merely to those who can pay for it, but to 
all who need it? 

And this, again, suggests that the health and 
hospital problem of a small community is ren- 
dered exceedingly complex in proportion to popu- 
lation by the multiplication of small hospitals. 
Here are four hospitals, not one a real competitor 
of another, for each does a distinct work, yet each 
complicating the problems of existence for the 
other; only the two private institutions planned 
to cooperate with each other, and only the Cortez 
County Tuberculosis Sanitarium (the building 
of which was preceded by a tuberculosis survey of 
the county) built after a comprehensive survey 
of the needs and existing facilities. There are 
present in Midvale a wealth of good intentions 
and not a little really creditable achievement, but 
very little focusing of effort on a common plan. 
Not that any of these comments should be taken 
as unfriendly criticisms of the efforts of a com- 
munity which, like many another, is doing its best 
to solve its own problems under existing lights and 
often difficult conditions. 

Right here recognition should be given the fact 
that it is often much harder to bring a public 
than a private hospital up to any given standard, 
since, in the case of the private institution, it is 
necessary only for the responsible head to have 
a clear recognition of the measures needed and 
the intelligence and force of character to put 
them into effect, whereas, to make the same im- 
provement in a public institution may require the 
education of the local medical profession and the 
public as well. Oswald Memorial, the little city 
hospital of Midvale, for instance, although it 
still shows room for improvement, deserves great 
credit for progress already made in the face of 
many difficulties. It may be questioned, indeed, 
whether the existence near by of a hospital which 
attracts patients able to pay profitable rates, but 
which offers no accommodations to others, is not 
a drag on the public institution rather than a 
stimulus to improvement in it. Does not the 
situation possibly tend to lead the public, so far 
as it recognizes the existence of diagnostic facili- 
ties and medical case records at all, to class them 
with the other luxuries which people can have 











378 


who are able to pay from thirty to forty-five dol- 
lars a week rather than with the necessities of 
good medical practice, from which the poorest 
and humblest should benefit just as much as the 
wealthiest ? 

The question is at least raised by the fact that 
the private hospitals of Midvale seem to have 
made little impression on the hospital standards 
of the community. It is presented here, not as 
implying a criticism or a predetermined answer, 
but as a point worthy of further study. 

Are the hospitals used as much as they should 
be? As far as use means the filling of beds, ap- 
parently they are fairly well used. The two pri- 
vate hospitals are, I am told, kept full; the Cor- 
tez County Tuberculosis Sanitarium is already 
crowded beyond normal capacity; the city hos- 
pital was overcrowded before it was enlarged, 
and the new building is filling up at a rate which 
suggests that it, too, will soon be filled to 
capacity. 

There are, on the other hand, facts which sug- 
gest that the community has not learned to rely 
on hospitals as much as it should. Physicians say 
that their patients are reluctant to go to the hos- 
pital. The infant mortality figures of the city 
show a large percentage of still births, probably 
due in many cases to overprotracted labor, which 
the attending physician might perhaps have ter- 
minated in time to save the child’s life if he had 
had the patient in a hospital. As for the other 
uses of a hospital—most of which have not even 
been mentioned here—the community has yet to 
be brought in contact with them. 

Are the existing facilities sufficient to meet all 
needs? Certain classes of cases are not yet ade- 
quately provided for. Thus, as has been men- 
tioned, a number of paralytic and other chronic 
cases are cared for at the Cortez County Home— 
an obviously unsuitable place; the city hospital 
takes care of some others, although no general 
hospital welcomes such ases ; probably still others 
are cared for in more or less unsuitable homes. 
Ordinary cases of contagion are quarantined in 
the homes; neither the city nor the county has 
as yet any satisfactory plan for meeting the emer- 
gency of an epidemic—they would be a most ex- 
ceptional city and county if they had. 

As for the question of the adequacy of existing 
hospitals to meet the needs of the community, 
apart from the special classes of cases, such as 
those just indicated, in the absence of vital sta- 
tistics one has to rely on impressions. I am told 
that individual observation leads to the belief 
that there are many cases which do not receive 
hospital care but which should have it. It is to be 
hoped that before any new hospitals are built, and 
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even before the existing hospitals are enlarged, 
it will be possible to make a survey of the com- 
munity, ascertaining the essential facts (some of 
which are not available now), including not only 
mortality and morbidity figures, but also the 
social, financial, and psychological factors in- 
volved; and, further, to work out a definite, com- 
prehensive community plan, embracing all the 
existing hospital facilities, the best means of co- 
operation among them and any new institutions, 
and some definition of the proper place of the 
rural hospital in the rural health program. 

The problems suggested by the situation in this 
community are surely not insoluble, but they 
will not be solved except by pooling the ex- 
perience of those who are working on one or an- 
other phase of them. The interest of our smaller 
cities and rural communities in questions pertain- 
ing to their own health has been underestimated ; 
what has been lacking has been some means of 
coordinating the scattered efforts of various com- 
munities. Not until this is done, so as to permit 
guiding principles to be drawn from this collective 
experience, will our rural hospital policy take 
definite shape so that haphazard effort need 
no longer be the rule. It is with the hope of con- 
tributing in some degree to the data necessary 
for the creation of a program for rural communi- 
ties that this series is written. 


The Three Crosses 





The Iron cross is black as death and hard as human hate; 

The wooden cross is white and still and whispers us, 
“Too late”; 

But the Red Cross sings of life and love and hearts 
regenerate. 


The iron cross is a boastful cross and marks a war-made 
slave; 
The wooden cross is a dumb, dead cross and guards 
shallow grave, 
But the Red Cross reached out its arms to solace and save. 


The iron cross is a Kaiser’s cross and narrow is its clan, 
The wooden cross is a soldier’s cross and mourns its 
partisan, 
But the Red Cross is the cross of One who served his 
fellowman. 
—Edmond Vance Cooke, American Red Cross Bulletin. 





“Progress toward workmen’s health insurance has prob- 
ably aroused more earnest discussion in a greater number 
of interested groups than has any other single campaign 
in the whole field of social legislation. Following as a 
logical next step the enactment within seven years of 
workmen’s compensation laws in four-fifths of the Ameri- 
can states and territories—and with America stigma- 
tized as the only important industrial nation of the world 
with compulsory health insurance—it is natural that defi- 
nite proposals for publicly insuring against the wage- 
earner’s sickness should have excited exceptional com- 
ment.”—John B. Andrews, Ph.D., secretary, American 
Association for Labor Legislation. 
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Rules Should Be Practicable and Strictly Adhered to—Method Followed from Time of 
Notification of Illness Until Patient Is Discharged—Rules Entered 
In Loose-Leaf Note Book 


By D. L. RICHARDSON, M.D., SUPERINTENDENT, PROVIDENCE City HOosPITAL, PROVIDENCE, R. I. 


HE technique employed in an infectious dis- 

ease hospital’ should be drawn up very care- 
fully and printed. To be efficient the details of 
every procedure should be lucid and capable of 
being carried out with the least amount of work. 
Many institution rules are formulated in such a 
way that they are not practicable. This must be 
avoided. The resident physician should consult 
with the graduate nurses to make sure that the 
rules are feasible, but whether or not they are 
efficient must rest with him. Instead of having 
printed copies, the rules may be entered in a loose- 
leaf book. A recommendation for such a method 
is that they can be easily changed or amended. 
A set should be on the head nurse’s desk at all 
times, so that new nurses may refer to them in 
case they are in doubt about any procedure. The 
underlying principle of the technique should be 
the same for all hospitals but the exact wording 
will be modified somewhat by the nature of the 
hospital construction and the equipment. Soon 
after the Providence City Hospital was opened, 
we had printed copies of technique, one of which 
was given to each doctor and nurse and to other 
employees who come in contact with the patients. 
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Fig. 1. Town car for transporting ambulatory patients and small 
child~en. 


The hospital technique which follows will be 
arranged as logically as possible. 


AMBULANCE TECHNIQUE 


Before starting.—The attendant goes to the 
telephone office when notified of a call, gets the 
ambulance card, and goes to the stable, where 
he puts on a washable duster and an ambulance 


1. This article includes the technique employed by the physicians, 
nurses, ambulance attendants, porters and laundry workers. 


cap. The cap is kept uninfected. The driver 
also wears a duster and a cap. It is his duty to 
see that the ambulance is supplied with clean 
blankets and pillow slips. 

At the house.—The attendant enters with a 
blanket on his arm. Before touching anything 


Fig. 2. Bags in stables for infected blankets, coats, and pillow cases. 














in the house, he takes out his pencil and ambulance 
card and fills out answers to the required ques- 
tions relating to the history of the case, previous 
illness of the patient, or any other sickness in the 
house. He then puts his card and pencil into an 
inner pocket, has the mother put on clothing taken 
from the hospital, a shirt, a night gown, and 
stockings (provided the parent does not object), 
wraps the blanket about the patient, and takes 
him to the ambulance, where he is kept wrapped 
and actually comes into very slight contact with 
the interior of the ambulance or town car. Adults 
who are only slightly ill may walk to the ambu- 
lance with the blanket over their shoulders. A 
stretcher is used when necessary. The ambulance 
driver helps in the removal of, but does not 
handle, the patient unless necessary. 

At the hospital—On arrival at the hospital, 
the patient is taken to the proper admitting room 
or to the bed. The attendant takes care to have 
someone open the door for him or else uses the 
inside of the tail of his hospital coat. The patient 
is placed on the wheeled stretcher, after which 
the nurse takes charge of him. The attendant 
next removes his coat, throws it down the laundry 


*This is the second installment of the fifth article in a series on 
“The Care of Infectious Diseases in Hospitals.” The first, “The Care 
of Infectious Diseases in Hospitals," was published in the April (1919) 
number of THe Mopern HospiraL; “Medical Asepsis in French and 
English Hospitals,”” appeared in May; “Aseptic Nursing in American 
Hospitals,” in July; “Construction of Isolation Hospitals,”" in August; 
and the first installment of “Management of Contagious Disease Hos- 
pitals,”’ was published in the September issue. 
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chute, and scrubs his hands with a brush, soap 
and water. He then completes the ambulance 
card and gives it to the nurse. He notifies the ad- 
mitting physician in case he has discovered any 
other disease at the house, in the patient, or in 
anyone to whom the patient has been exposed. 

The driver returns to the stable, throws his 
coat into a laundry bag, and washes his hands. 
After each call the pillow slips and blankets are 
placed in the laundry bag, and the interior of 
the vehicle, wherever it has come into contact 
with the patient, or ambulance or town car is 
washed with soap and water. Fresh pillow slips 
and blankets are put into the vehicle. 


WARD TECHNIQUE 


Admitting patient to main wards.—When the 
ward is notified that a new case is expected, a 
bed is immediately prepared for it. The patient 
is placed on the admitting room truck by the 
ambulance attendant. In wards without an ad- 
mitting room, patients are put into the bed as- 
signed them. Infection is then confined to the 














Fig. 3. Regulation short-sleeved uniform for nurses. 


truck and the table beside it. The nurse places 
on the truck side or bedside table the following: 
culture tubes, a thermometer in jar of alcohol, pus 
basin, throat sticks, a glass slide (if patient is 





a girl under fifteen years of age) and a stetho- 
scope. A small square of cloth is spread on the 
floor. The nurse then puts on a clean gown, re- 
moves the patient’s clothing (if hospital clothing 
has not been put on) and places it on the sheet. 
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Fig. 4. Unit shelf and paper bag for contaminated articles to be 
destroyed. 


Temperature, pulse, and respiration are taken. 
Cultures are taken from nose and throat, and 
from ears if discharging. Vaginal smears are 
taken from all girls under fifteen years of age, 
and note is made of any vaginal discharge. The 
case is then reported to the office as ready for the 
admitting physician, and is kept in the admitting 
room or bed, barriered, until he has seen it. 

After the examination, the patient is given a 
tub or sponge bath, depending on his condition; 
the head is examined for pediculi, tincture of 
larkspur being used, if necessary, and then taken 
to the bed previously prepared for him. 

The truck cover and blanket are thrown down 
the laundry chute. Truck and table are washed 
with soap and water. Throat sticks are thrown 
away. Stethoscope, pus basin, and anything else 
which has been contaminated are properly cleaned 
with soap and water or sterilized by boiling. The 
bath tub, if used, is washed out with soap and 
water. The thermometer and nurse’s gown may 
be placed in the room with the patient if needed. 

A specimen of urine is sent to the laboratory. 
Daily and four-hourly charts are prepared, and 
the patient is put on liquid diet unless otherwise 
ordered. All new cases are put in dentention 
except cases with doubtful admission diagnosis, 
which are barriered. Cultures from nose and 
throat are repeated on the second day of hospital 
residence. 

Admitting patients to isolation wards.—The 
admission technique used in the main wards ap- 
plies also to the isolation wards with the follow- 
ing exceptions: (1) since there is no admitting 
room, the patient is placed directly in the room 
assigned to him; (2) he receives a sponge bath 
only. 

Discharging patients—When a patient is to 























be discharged, the nurse puts on a clean gown 
and removes the patient’s clothing in his room. 
With a sheet about him, he is carried or directed 
to the bathroom. The sheet is folded so that the 
outside may be used for the patient to stand on 
after his bath. He is given or takes a shampoo 
and a tub bath of soap and water. Clean cloth- 
ing from the locker room, ward, or home is put 
on, and the patient is ready for discharge. 

In wards with a discharging room, patients 
receive their baths twenty-four hours before dis- 
charge and are then put into the discharging 
room. 

Transferring patients—When a patient is to 
be transferred, he is first wrapped in a blanket 
from the bed. One or two gowned porters then 
take him in their arms or on a stretcher to the 
designated ward and room. If a stretcher is used 
a clean blanket is first spread over the canvas so 
that only the handles are contaminated. 


DETENTION, BARRIER, AND CONVALESCENT CARDS 


The card posted on the door of a room may 
or may not refer to all cases in the room. If, for 
example, the majority of cases in a room are in 
detention, a detention card is placed on the door, 
but this does not preclude the possibility of plac- 
ing barrier or convalescent cards on separate 
beds inside the room. The following distinction 
between detention and barriered cases must, how- 
ever, be observed. All detention or convalescent 
cases in a given room constitute a single unit, 
whether the cards are on the beds or on the door; 
but each bed-barriered case in a room consti- 
tutes a separate unit, and only when the barrier 
card is on the door do all barriered cases in a 
room constitute a single unit. The following ex- 
amples illustrate these principles. With a de- 
tention card on the door of a room and barrier 
cards on two beds inside the room, we have three 
units—one detention and two barriered. 

Cards remain posted until the physician in 
charge orders them removed. 

Detention and Barrier Technique.—Detention 
technique and barrier technique are the same, 
the object of each being the complete separation 
of units. The beds of a unit should be six feet 
distant from the beds of any other unit. Each 
patient has a bed, a table and a chair. Each unit 
has its own thermometers, gowns, and other 
accessories. Any utensil must be properly disin- 
fected before it is used in another unit. The 
nurse wears a separate gown in each unit and 
scrubs her hands before passing from one unit to 
another. Patients in the same unit may mingle 
with each other, but not with those of any other 
unit. Toys and other time-passing devices are 
allowed at the discretion of the nurse, provided 
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there is no interchange between units. Detention 
and barriered cases use bedpans and urinals in- 
stead of the toilet room, except on written order. 

Whenever a patient not being treated in a single 
unit develops a rash, sore throat, sudden rise in 
temperature, vaginal discharge, or any other 
suspicious symptom, the nurse in charge must 
barrier the case at once and telephone the office 
or notify the physician in charge. 

Convalescent technique-—Convalescents are 
those cases in the main wards who have passed 
through the detention period. For the most part 
they are treated in the smaller side rooms. In 
the latter case they are marked by convalescent 
cards on door or bed. Convalescent technique is 
the same as detention and barrier technique (see 
above) with certain important exceptions. Con- 
valescents in the side rooms may visit the con- 
valescent room during the day-time. All con- 
valescents may associate together, indoors and 
outdoors, under the nurse’s supervision. They 
may use the toilet and bath room marked “con- 
valescent.”” They are not allowed to loiter or to 
touch anything when passing through the cor- 
ridor. 

Out-of-doors technique-—The nurse opens the 
doors for patients entering or leaving the ward. 
Older children and adults allowed out of doors 
without supervision must not mingle with patients 
outside of their own unit, must not leave the hos- 
pital grounds, and must not enter any other build- 
ing. Infraction of these rules is punished by with- 
drawal of the outdoor privilege. 

Younger children are taken out by a nurse or 
gowned nursemaid. If they are from more than 
one unit, she watches that they do not mingle. 

Infants are taken out by a gowned nurse, 
someone opening and closing the doors for her. 
Infants and children too small to be trusted at 
a distance from the ward buildings are placed 
at intervals of six to eight feet in chairs, or on 
blankets spread on the ground. In any case units 
must be always kept apart and a nurse must 
change her gown and wash her hands between 
different units. 


Recipe for Making a Good Nurse 


Mix together equal parts of pluck, good health, and 
well-balanced sympathy; stiffen with energy and soften 
with the milk of human kindness. Use a first-class train- 
ing school as a mixer. Add the sweetness of a smile, a lit- 
tle ginger, and generous amounts of tact, humor and un- 
selfishness, with plenty of patience. Pour into the mold 
of womanhood, time with enthusiasm, finish with a cap, 
and garnish with ambition. 

The sauce of experience is always an improvement to 
this recipe, which, if followed closely, should be very suc- 
cessful and exceedingly popular.—Alumnae Record, Buf- 
falo Genera! Hospital. 
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THE SOUL AND BODY OF A HOSPITAL STATISTICAL DEPARTMENT 


The Organization, Operation, and Purpose of the Statistical Department of Mount Sinai 
Hospital, Cleveland—Reasons for Records— Spirit of the Attending Man 


By FRANK E. CHAPMAN, SUPERINTENDENT, AND LILLIAN C. FREEDMAN, MeEpIcaL SratTIsTICIAN, MouNT SINAI 
HOSPITAL, CLEVELAND 


I. The Informing Purpose: By F. E. Chapman 
UCH has been written, and much more has 
been said, relative to the maintenance of a 
proper accounting system for the vital work 
of an institution, or in other words, the keep- 
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ing of proper medical records. A large percent- 
age of these articles have laid especial emphasis 
upon the physical machinery necessary to keep 
such a record, and have forgotten to a large ex- 
tent any reference to those intangible things that 
are essential to the securing of case histories, that 
is, an understanding on the part of the staff of 
the reason for such records, a willingness on their 
part to cooperate with the administration to a 
common end, and a recognition on the part of the 
administration of the necessity to see that after 
the record is laboriously made it is put to the use 
for which it was primarily taken. 

One of the most inspirational talks to which it 
has ever been my privilege to listen was given at 
a meeting of business men looking toward the 
financing of a communal-philanthropic move- 
ment. After some little time had been spent in 
discussing ways and means of this financing, 
rather a noted divine arose and spoke on the soul 
of philanthropy, stating that the topics being dis- 
cussed were of little moment to him; the thing 
that interested him most was the spirit of the 
movement. To plagiarize in such a good cause is 
permissible, and an attempt will be made to vis- 
ualize for you the spirit of service to the patient 
that has been paramount at all times in the organ- 
ization and operation of our record system, and to 
attempt to show how, from such a spirit on the 
part of the attending staff, house staff, statisti- 
cian, and record room, naught but a better med- 
ical performance can come. 


REASONS FOR RECORDS 
Medical records are kept for numerous reasons: 


first and foremost, of course, for the betterment 
of the patient’s condition; secondly, as an in- 
creased facility for the medical man in handling 
the patient; thirdly, for the purpose of research; 
and fourthly, for the protection of both the at- 
tending man and the hospital. 


OBLIGATION FOR RECORD 


The task of making a complete record of medi- 
cal performance is rather an odious one, and one 
to which the average practicing physician does 
not lend himself very readily. It is, therefore, 
necessary that your physician be educated to 
recognize the absolute need for such a record, and 
that the records when taken are used to his ad- 
vantage, in order that he may have demonstrated 
to him vividly that his labors have not been in 
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vain. The obligation for the taking of proper 
medical records, therefore, is two-fold; one on the 
part of the attending man to see that the record 
is made, and one on the part of the administration 
to establish the machinery for such record-taking, 
and to provide means for analysis of the records 
after they have been taken. 


ANALYSIS OF RECORDS 
A great many administrators have been con- 
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Fig. 3. Form for notification of admission of patient. Actual meas- 
urement of original, 8 by 5 inches. 


fronted with the statement by both attending and 
house men that there can be no good reason for 
taking histories if the records are filed and never 
referred to afterward. There is not a single argu- 
ment that can be advanced refuting this conten- 
tion. If histories are not checked; if omissions 
are not called to the attention of attending men; if 
end-results are not charted, then the mere taking 
of the records is productive of no good whatever, 
in fact, it is an added expense without any return. 

The attending staff may have the best inten- 
tions in the world, but after all, their primary 
work is to look after the sick, and it should not be 
incumbent upon them to check up the actual 
physical taking of histories, and the analysis of 
end-results as shown by these histories. As a 
matter of fact, there are few staffs that have in 
their personnel one who can bring to such an 
analysis an unprejudiced, impersonal opinion that 
is absolutely essential. It is not meant that they 
should be relieved in any sense of the word from 
their obligation of seeing that histories are 
properly written, but the physical labor entailed 
in doing the work should be taken from their 
shoulders. 

SPIRIT OF THE ATTENDING MAN 


A thorough understanding of the end in view 
is very essential in any venture; this is especially 
true in the keeping of medical records. Your at- 
tending staff must be thoroughly imbued with the 
reason for the keeping of records, and be made fa- 
miliar at all times with the end-results developed 


from a study of these records. Therefore, to my 
mind, one of the most important things is the 
establishment of the office of record clerk or sta- 
tistician, as may seem best to term the position. 

It must be clearly understood that this record 
clerk or statistician is not to be considered in any 
sense of the word as a judge of medical perform- 
ance. It is his or her duty merely to set up in 
statistical form the facts developed by an analysis 
of the medical performance, and to present these 
facts in such form that they can be of maximum 
benefit to the organization as a whole. Certain 
definite routine procedure should be followed, and 
this procedure applied to large and small alike; 
the director of the service being under the same 
scrutiny as the junior assistant in that service. 
Facts developed by such an analysis should not be 
construed as a personal reflection, but rather as 
an attempt on the part of the administration to 
call omissions to the attention of the individual 
in an attempt to improve the performance of the 
whole. 

HISTORY MEETINGS 

With such a spirit prevailing, it is rather 

interesting to watch a history meeting at which 


( 7 


Page 9 
CIRCULATORY SYSTEM 
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Rate; rhythm; regularity; character of the 
pulse wave; systolic and diastolic pressure; 
condition of vessel wall; comparison of the 
two radials; always exemine besides, the radial 
artery, the brachial, carotid, femoral, dor- 
salis pedis, and posterior tibial; capillary 
pulse. 


HEART 

(a) INSPECTION 
Position of apex beat; ite character; abnor- 
mal pulsation; retraction of interspaces or 
bulging of precordiun. 


(B) PaLPaTiog 
Presence of thrill; diastolic shock or friction, 


O (Cc) PEROUSSION 

Outline the hear$; upper limit of dullness; 

(Express in terms of om), from mid-sternal line 
at the level of the fourth interspace ané in 
men the relation of the border to the nipple 
line.) Special attention should be peid to 
percussion of the chest in the first and second 
interspaces on either side of the manubrim 
sterni, having in mind the question of aneuryen, 
@iletation of the sorte or mediastinal tumors. 


(D) aUSCUL#ATION 
Character of the sounds of the heart; the 
time and quality of adventitious sounds; their 
change or lack of change on deep inspiration 
and expiration and their transmission. If 
AUSCULTATING THE HBART A DEFINITE ROUTINE 
SHOULD BE FOLLOWED: STATRING aT THE APEX THEN 
PaSSING UPWARDS TOWARDS THE PUIMONIC AREA 
O THEN DOWNWARDS ON BOTH SIDES OF THE STERNUM 
ABD OVER THE STERNUM ITSELF TO TRICUSPID AREA 
IN BOTH SITTING AND PRONE POSITION. 


q J 


Fig. 4. Specimen page of history form. Actual measurement of 
original, 5% by 7 inches. 
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the statistician presides. These meetings are at- 
tended by the resident staff, and at various times, 
members of the attending staff. It is also inter- 
esting to note the reaction when certain omissions 
in the history are charted against the individual 
attending man, to see the attempts on the part of 
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the individual to justify such omissions, and to 
attempt to correct a statistical record that to his 
mind is not proved on the medical record. The 
comparative statement of performance is watched 
very closely indeed, and there is very seldom a 
monthly report submitted to them that some mem- 
ber of the attending staff does not attempt to have 
a fact incorrectly stated, changed, not because he 
is trying to improve his record alone, but because 
he believes the written record of the hospital does 
not state the true conditions. After all, the his- 
tory must be the basis upon which all perform- 
ance is recorded. It is at these meetings that all 
diagnoses are finally approved and classified, in 
order that they may be filed. The interest of the 
staff in these meetings is very keen, and has grown 
keener from time to time, as the spirit of the 
service that we are attempting to perform has 
been more thoroughly imbued in the minds of the 
men. 

That we are fortunate in having so close an 
understanding between our record room and the 
staff goes without saying. This close understand- 
ing is absolutely essential to effect the type of 
performance desired. 

In the following pages has been outlined in 
detail the machinery that the administration has 
established for the taking of these records. This 
detail is interesting insofar as it shows the pains 
that we have taken to secure this performance. 
That the end has justified the means I think none 
who are acquainted with the conditions in this 
institution will gainsay. 


II. The System Followed: By L. C. Freedman 


ADMISSION OF PATIENTS 
On entrance into the institution, the patient is 


sent into the admitting room, where the following 
routine of admission is performed: 

The patient’s name, address, telephone num- 
ber, name of nearest relative, physician, and 
similar primary information is obtained; an ad- 
mission number (issued in chronological order), 
ward, and intern is assigned to the case. All this 
information is incorporated in the Form 62, which 
is sent into the main office, immediately upon the 
admission of the patient. 

Patient’s name, address, physician, and intern 
are entered in the patients’ register book, and also 
on the twenty-four-hour report, the latter being 
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Fig. 6. Laboratory report sheet. Actual measurement of original, 


81% by 1056 inches. 


completed at midnight daily, and issued in dupli- 
cate, one copy being sent into the main office, and 
the second copy into the record room. 

A history folder, incorporating the above-men- 
tioned information, is filled out for each patient, 
and sent to the ward with the patient. 

Before being sent to the ward, the patient is 
bathed, his temperature, pulse and respiration 
are taken, as well as nose and throat cultures. 
On female patients, vaginal smears are also made. 

In the event the patient has a reservation for 
a private room, the admitting officer takes the pa- 
tient into the room and there obtains the history. 
The routine procedure of admission is performed 
in the patient’s room instead of in the admitting 
room. 








+ 


THE MODERN HOSPITAL 385 


For the admission of a newborn, a similar pro- 
cedure is followed as for a private-room patient. 
ADMISSION OF PATIENT ON WARD 

When admitted to the ward, the patient is as- 
signed a bed. The resident and intern are notified 
of the patient’s admission, and after the patient 
has been visited, orders are left for treatment. 

From the history folder, which accompanies the 
patient to the ward, the history sheets for the 
chart are made up. 

The ward census is kept up daily, in duplicate, 
showing the number of admissions, transfers, dis- 
charges and deaths; one copy of the census is sent 
into the main office, and the second copy is sent 
into the record room. 

OFFICE WORK 

The main office is notified of the admission of a 

patient by Form 62, made out in the admitting 
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Fig. 7. X-ray requisition. Actual measurement of orizinal, 8°, by 11 
inches. 


room. The information contained on this form 
is entered on the telephone operator’s board for 
reference. 

From the daily ward census, the registrar keeps 
the patient’s register board up to date, which 
shows the patient’s name, room number or ward, 
physician, date of admission and financial status. 

All reservations for private or semi-private 
rooms are made by the attending physician 
through the registrar. Reservations for the ward 


beds are made through the registrar, after being 
approved by the social service department, except 
in case of emergency, when the patient is im- 
mediately admitted into the institution, and in- 
vestigation made on the following day by the 
social service department. Ward rates are estab- 
lished, but may be modified by the social worker, 
after the case is investigated; the rates varying 
in each case according to the financial condition 
of the patient. Private and semi-private room 
rates remain the same in all cases. 

From the Form 62, a ledger card is made up in 
the main office for each admission, and sent into 
the accounting department, where all charges are 
properly entered, and all bills for hospital care are 
rendered weekly. 

EXAMINING OF PATIENTS 

Within twenty-four hours after admission, a 
complete history is taken, a physical examination 
performed, and this information dictated accord- 
ing to the requirements of our history forms, on 
the dictating machines by the intern in charge of 
the case. These records are then sent to the 
record room to be transcribed. 

The provisional diagnosis is made, wherever 
possible, upon admission of the patient, but in any 
event, the provisional diagnosis must be made 
within forty-eight hours after admission of the 
patient. In medical cases, the final diagnosis 
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should be made within a reasonable time after 
admission. The pathological findings determine 
the final diagnosis in surgical cases. 


ROUTINE 


Daily observation notes are made in medical 
cases, during the ward rounds. These notations 
are generally dictated by the visiting staff to the 
interns. 

In surgical cases, the operative procedure is 
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Fig. 9. Release form. Actual measurement of original, 8% by 11 
inches. 


dictated by the first assistant, and transcribed in 
the record room. Post-operative notes concern- 
ing the patient’s condition, removal of drains, 
packs, clips, sutures, condition of wound, and pos- 
sible infections, are noted by the intern. 

All routine laboratory work is charted by a 
laboratory assistant, on special laboratory report 
sheets. All surgical pathology is done by the 
pathologist or his assistants, and is charted by a 
member of the laboratory personnel. Special 
laboratory work, including gastric analyses, 
Mosenthal tests, blood counts, differential counts, 
kidney functional tests, is done by the intern and 
charted on the routine laboratory report sheet by 
the intern. 

When an x-ray of a patient is desired, a requisi- 
tion made out by either the attending physician or 
intern, is sent to the x-ray office, where the routine 
performance for x-ray of the patient is carried 
out. After the x-ray is taken, the report is 
charted by the roentgenologist and sent to the 
ward to be incorporated in the patient’s chart. 

Consultations, when indicated, are requested by 
the various services, and replies noted by the 
physician consulted, within twenty-four hours. 

Ward rounds are made daily by the visiting and 


house staff of each individual service. On Sun- 
day mornings, joint ward rounds of all services 
are made by the house and visiting staff. 

Discharge notes are written either by the visit- 
ing physician or the intern, before the patient is 
permitted to leave the institution. In the event 
the patient desires to leave before being officially 
discharged, it is necessary that a release be signed, 
which relieves the hospital of any further re- 
sponsibility in connection with the condition of 
such patient. 

RECORD-ROOM WORK 


All dictated cylinders, including histories and 
physical examinations of patients, operative pro- 
cedures, surgical pathology, histology, and au- 
topsies are sent into the record room to be tran- 
scribed on the transcribing machines. 

After being transcribed, the completed his- 
tories are checked by the statistician or by the in- 
tern, and sent to the wards within forty-eight 
hours after the admission of the patient. 

Bi-weekly, ward rounds are made by the statis- 
tician, in order to check the patients’ charts on the 
wards, that is, to see that histories and physical 
examinations are promptly taken and dictated on 
all patients admitted; routine work including ad- 
mission, pre-operative, post-operative, routine, 
and discharge urinalyses; daily notes concerning 
the patient’s condition charted; consultations ac- 
cepted, and in short, to see that the patient is given 
every possible advantage of the facilities offered 
by our methods of procedure. 

Daily, a copy of the ward census and twenty- 
four-hour report is received in the record room. 
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Fig. 10. Index card as filled in on admission. Actual measurement 
of original, 8 by 5 inches. 
An index card is filled out for each admission in 
accordance with the twenty-four-hour report. 
Contained on these cards is the primary informa- 
tion concerning the patient, including the name, 
address, ward, admission number, social condi- 
tion, sex, occupation, date and hour of admission, 
physician, and provisional diagnosis. These cards 
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are then filed alphabetically in the “current list of 
patients.” All cards of patients discharged or ex- 
pired are taken from the “current list of 
patients,” discharge date noted, and filed in the 
“incomplete file.” 

The charts of the patients discharged or expired 
are received daily in the record room, and for each 
patient discharged, there is one chart received, 
and one corresponding index card put into the “‘in- 
eomplete file.” 

On Tuesday of each week, a history meeting, 
attended by the residents, interns, and medical 
statistician, is held for the purpose of completing 
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Fig. 11. Diagnosis card. Actual measurement of original, 8 by 5 inches. 


the histories of patients discharged during the 
preceding week (which histories have been in the 
“incomplete file’) checking the diagnoses, and 
signing of the histories. The histories are then 
turned over to the statistician, ready for classi- 
fication, entry, analysis, and filing. 


METHOD OF RECORDING HISTORIES 


The International Classification of Diseases was 
adopted by us, because it is more universally used 
than any other nomenclature, also because it is 
more elastic and offers the greatest possibilities 
for statistical purposes. This nomenclature was 
originally compiled by a committee comprised of 
representatives of many nations, for the purpose 
of establishing a universal nomenclature for vital 
statistical purposes. Since the object of statistics 
kept for communal or national purposes is unlike 
that of institutional records, it was therefore 
necessary that this classification be revised in 
several respects; for instance, little attention is 
given to any surgical performance, which is of 
vital interest to us. In order to record this in- 
formation, we originated an “operative classifica- 
tion.” Of primary interest for ordinary statistics 
is the manner in which a patient is injured, rather 
than the injury sustained. It is our desire, how- 
ever, to record both the traumatism and the re- 
sulting injuries. We are as much interested in 
the record that a patient received a fractured 
skull as in the fact that he was injured by an auto- 
mobile. We have, therefore, in addition to the 
original traumatic file, arranged an “injury 
classification,” which covers all possible injuries, 
and is classified anatomically. Also, in the orig- 
inal diagnosis classification, there were “diag- 
nosis” cards desired by the state boards of health, 


which would be of no particular value as institu- 
tional records, and vice versa, these were accord- 
ingly modified and revised to meet our needs. In 
this manner, we succeed in keeping an acurate 
record of every possible performance, both medi- 
cal and surgical, which adds greatly to the value 
of our statistics. 


CLASSIFICATION OF HISTORIES 


Histories are classified and filed according to 
their final diagnoses. The discharge number, de- 
termined by the final diagnosis, is assigned from 
the nomenclature, and a serial number is given, 
determined by the number of patients previously 
discharged with a similar final diagnosis; for in- 
stance, “influenza,” according to the nomenclature 
is No. 10. Assuming that we have previously dis- 
charged 701 influenza cases, the next patient dis- 
charged with a final diagnosis of influenza, will 
be assigned the discharge number of 10-702. 

Entries are then made on the diagnosis, com- 
plication, operative and injury classification cards. 
These entries consist of the date of admission, 
admission number and the discharge number. No 
name is entered on any of these cards, as both the 
admission and discharge numbers give the key to 
the name. 

Under each disease index card, there are two 
entry cards, viz: “diagnosis” card, and a “com- 
plication” card. Only one entry for each patient 
discharged is made on the “diagnosis” card, 
whereas there may be any number of complica- 
tions entered on the various “complication” cards. 
In this way, the number of entries on the “diag- 
nosis” cards of each individual disease, equals the 
number of patients discharged. The “complica- 
tion” card is used for all complications indicated, 
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for instance, if the patient discharged with the 
final diagnosis of influenza, and assigned the dis- 
charge number 10-702 (as explained above), had 
acute bronchitis, bronchopneumonia, and em- 
pyema as complications of the influenza, in addi- 
tion to a thoracostomy for the empyema, the “com- 
plication” cards under each of the complications 
will bear a similar entry to the one on the “diag- 
nosis” card of influenza, thus serving as a com- 
plete cross-reference. The same entry is also 
made on the operative classification cards. The 
number of entries on a “diagnosis” card and 
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Fig. 13. Daily report of medical performances. Actu 


“complication” card under each individual dis- 
ease, equals the number of patients treated for 
the disease, regardless of whether treated as a 
primary or secondary condition; for instance, if a 
patient is discharged with a final diagnosis of 


al measurement of original 16%, by 13% inches. 


acute tonsillitis, complicated by influenza, the 
“diagnosis” card for acute tonsillitis would be 
used, and the “complication” card for influenza. 
Previously discharged, we have assumed 702 cases 
of influenza, treated as a primary condition, plus 
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this case treated for influenza as a complication, 
would give a total of 703 cases of influenza treated. 

The operations are entered in the operative 
classification, each individual operation being 
classified individually, regardless of whether all 
the operations were done at one time or at differ- 
ent stages. If a hysterectomy, salpingo-oophorec- 
tomy and incidental appendectomy is performed 
on one patient under one anesthesia, nevertheless, 
an entry is made on each individual operative 
card. 
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Completed alphabetical index card. Actual measurement of 


Fig. 14. 
original, 8 by 5 inches. 


The discharge number, final diagnosis, opera- 
tions performed, and the discharge condition, are 
entered on the alphabetical index card in the “in- 
complete file,” for each individual patient. These 
ecards are then filed alphabetically in the per- 
manent file. In the patient’s register book, kept 
in the admitting room, the final diagnosis, dis- 
charge number and date are entered in order to 
complete the record there. All the foregoing 
entries having been completed, the histories are 
ready for analysis. 

ANALYSIS OF HISTORIES 

In analyzing our histories, an attempt is made 
to obtain a true record of the medical perform- 
ance. In order to obtain this information, it is 
necessary to check each history individually, and 
chart any possible omissions of performance. The 
chart must first be complete as to history, physical 
examination, daily notes, operation, post-opera- 
tive notes, urinalyses, laboratory work, pathology, 
and bedside notes. Should any portion of the 
chart be omitted, it is immediately checked up and 
called to the attention of the doctor. If an intern 
fails to note the fact that a drain was removed, 
this information is charted on the visiting 
physician’s card as a failure of performance. If 
there is no surgical pathology reported, this is also 
charted against the visiting physician. This is of 
particular value as is shown by the card of one 
surgeon which shows three dilatation and curet- 
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tages performed without any surgical pathology 
to indicate that they were legal. This of course, 
was immediately checked up. If any consultations 
are not accepted, or if they are indicated and not 
requested, or advice given in a consultation not 
followed, that is all charted. Particular attention 
is given to the source of infections in surgical 
cases. 

A summary of the medical performance is made 
daily, which indicates the number of patients dis- 
charged, and their condition on discharge. The 
number of provisional and final diagnoses which 
agree, disagree, additional or no fina) diagnosis. 
The number of labor and newborn cases, ambula- 
tories, deaths, consultations, infections, whether 
on admission or institutional, and autopsies are 
all noted. From this daily record, a monthly re- 
port of medical performance is compiled and sub- 
mitted to the visiting staff and resident staff for 
their own information. 

The histories are then clamped ~ ' filed, each 
history being clamped individually, and not bound. 

Our histories are filed serially, according to the 
final diagnosis. In this way, all cases of a like 
final diagnosis are filed together, that is, all No. 
10’s (No. 10, as explained, is influenza), are filed 
together beginning with 10-1 and filed serially to 
10-702, so that in order to ascertain the next dis- 
charge number, it is merely necessary to look up 
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Monthly analysis of medical performances. Actual measure- 


Fig. 15. 
ment of original, 8°4 by 11 inches. 





390 


the last serial number under any individual dis- 
ease classification. The purpose of this method 
of filing histories is that it eliminates the neces- 
sity of searching through the entire files for his- 
tories of a like nature, should our staff desire the 
histories for research work. 


AMBULATORY CASES 


Cases coming into the institution for treatment 
of any kind, and not being assigned to a room or 
ward, are called “ambulatory” cases. 

Admission numbers are assigned “ambulatory” 
cases the first time admitted. Subsequent admis- 
sions retain the primary admission number, and 
are entered each time on the twenty-four-hour 
report. 

History folders are made out on the first admis- 
sion, and operative procedures dictated for each 
admission and put into the one folder according 
to date. 

The routine entries are made the first time the 
patient is admitted, that is, alphabetical index 
card, “diagnosis” and operative classification card. 
For subsequent admissions, the same admission 
and discharge number, alphabetical index card 
and “diagnosis” card is used. However, the 
operation performed on each admission is entered 
individually on the “operative” classification card, 
thus giving the surgery credit for their surgical 
performance, and at the same time putting no ad- 
ditional entries on the “diagnosis” cards, as this 
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is considered the same patient as on previous ad- 
mission, and the object of our “diagnosis” cards 
is to obtain the number of patients treated under 
each diagnosis, and not the number of treatments 
made. 

To cite an example: if A is admitted as an “am- 
bulatory” case to have casts applied for club feet, 
an entry is made on the “diagnosis” card for “club 
feet” and on the operative card for “manipulation 
and cast for club feet.” If the patient is admitted 
a second time for removal and reapplication of 
casts, an entry is made only on the operative card. 
Should an entry be made on the “diagnosis” card 
for each admission of the same “club foot” case, 
our records would not show the number of cases 
treated for “club feet,” but the number of treat- 
ments made. 

The alphabetical index cards are kept in what 
is called the “ambulatory” file until the end of 
each year, when they are filed in the permanent 
alphabetical file, and new numbers assigned for 
the new year. 

MORTALITY 

In order to facilitate the compilation of an an- 
nual report, all entries for patients expired are 
made in red ink. In this way, when obtaining the 
statistics annually, it is not necessary to go 
through the charts to figure the motality rate. 
This is also of value in obtaining the mortality 
rate of any individual disease. 


SANATORIUM ADMINISTRATION 


Cooperation Between Trustees and Superintendent, Elimination of Friction, Sufficient 
Funds for Equipment and Maintenance, and Laws Governing the Control 
of Tuberculosis Patients, Important Factors 


By HERBERT F. GAMMONS, M.D., SUPERINTENDENT WoODLAWN SANATORIUM, DALLAS, TEXAS 


RIEFLY stated, the object of a tuberculosis 

sanatorium is to teach the patient how to live 

so that he will not succumb to the disease or in- 
fect others. 

The prevailing opinion, especially among the 
laity, is that sanatoriums in a great many in- 
stances are for purposes of isolation; that a pa- 
tient who is far advanced and practically mori- 
bund should be shipped off to a sanatorium so that 
he will not infect his associates. They do not 


realize that this advanced case has already in- 
fected every one around, and that, from a stand- 
point of efficiency, it is the worst possible thing to 
send the patient to a sanatorium. 

Unfortunately, a great many of the trustees of 
sanatoriums are of the opinion that far-advanced 
cases should be sent to a sanatorium and, as many 


of them are laymen, they do not understand the 
medical side of this big question. 

So the first step to take in promoting efficiency 
in a sanatorium is to have an understanding as to 
whether the sanatorium in question is to have for 
its object the isolation of the patient as a focus of 
infection, or whether it is to be a place for pa- 
tients to get better and to receive instruction 
dealing with their lives after leaving the sana- 
torium. There are without doubt too many isola- 
tion sanatoriums, and far too few institutions for 
the treatment and instruction of early curable 
cases. 

The laws governing the appointment and the 
length of the term of office of trustees and super- 
intendent are often the cause, indirectly, of ineffi- 
ciency in sanatoriums. Many trustees have been 
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appointed on purely political grounds, and in a 
great many instances the superintendent has re- 
ceived his appointment through a similar source. 
I do not wish to minimize the good work done by 
some of these trustees and superintendents so ap- 
pointed. On the other hand, the harm done by 
others can not be too severely criticised. A well- 
trained and capable superintendent, if hampered 
by a board of trustees who are politically ap- 
pointed or ignorant of the disease, has very little 
opportunity to run a sanatorium efficiently. 

Laws governing the control of patients in a 
sanatorium or after they leave are necessary. It 
is not always a good idea to discharge a patient 
who does not obey the rules. Some other method 
of handling these cases similar to that adopted by 
the Iowa legislature should be used in every state. 
Allowing patients to become far advanced before 
entering the institution, spending thousands of 
dollars to get them on their feet, permitting them 
to go out and do as they please, and then to return 
in a few months to die, can scarcely be termed ef- 
ficiency. A patient must be made to take care of 
himself and his associates, and laws are abso- 
lutely necessary before this will be done. 

The length of time a patient is allowed to re- 
main in a sanatorium often determines whether 
the sanatorium has been efficient. If a patient 
goes to a sanatorium, stays six months or a year, 
then goes home and very soon breaks down, when 
by a little longer stay at the sanatorium he would 
have been practically cured, the sanatorium has 
not been efficient. On the other hand, if patients 
feel that they can stay as long as they please, in 
many instances they will not try to get well. Pa- 
tients who are permitted to go back to a sana- 
torium time and again do not consider taking the 
treatment very seriously. They know that they 
can go to work when they feel like it, and, if they 
break down, they can return to the sanatorium. 

The feeding question in a sanatorium is very 
important. While it should be the policy of all 
institutions to be as economical as possible, the 
superintendent who tries to keep his per capita 
down to a certain figure, regardless of results, is 
not efficient. Tuberculosis patients need good 
food, well prepared, and sufficient in quantity. A 
well-fed patient will not be compelled to remain 
at the sanatorium as long as one who is not prop- 
erly fed. 

The staff of an institution should be so divided 
that there will be no friction, and each head of a 
department should have authority to employ or 
discharge those in his department. All overlap- 
ping of departments should be done away with, as 
more trouble is caused in institutions on this ac- 
count than on any other. The different depart- 
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ment heads must be competent to perform their 
respective duties, and furthermore, they must be 
allowed to do things according to their own ideas 
as far as possible. It is usually best to have for 
the department heads people who have worked in 
similar positions in other institutions. Those who 
have had tuberculosis and have succeeded in get- 
ting the disease under control, are also desirable. 

No set of rules can be formulated under which 
all sanatoriums can be operated. Institutions 
differ according to the location and the class of 
patients, and to compel superintendents to man- 
age institutions according to any one set of rules 
is to promote inefficiency. 

The superintendent of a tuberculosis sana- 
torium should be, preferably, one who has worked 
up from assistant in some other institution. 
There are very many competent superintendents, 
however, who have not worked in institutions 
previous to their appointments as superintendent; 
but they have had to work in some instances 
doubly hard, and they have not had the oppor- 
tunity to profit by other superintendents’ mis- 
takes. 

The head of a tuberculosis sanatorium must be 
a man well trained in the different phases of the 
tuberculosis question. He must be able to handle 
patients and help; and he must be kind, but firm. 
Furthermore, he must not be one who imagines 
things, but must treat with facts entirely. 

More depends from an efficiency point of view 
upon the qualifications of the superintendent than 
upon those of any other individual. It is he who 
must lead the trustees as well as the patients and 
employees. In addition, he should be the leader 
in all branches of tuberculosis work in his locality. 

To summarize: the way to secure efficiency in 
a sanatorium is to have: 

1. A definite object for the institution. 

2. Trustees who know how to cooperate with 
the superintendent. 

3. A superintendent well qualified and in- 
vested with the proper authority to allow patients 
to stay the necessary length of time. 

4. A staff so organized that friction is elimin- 
ated. 

5. The people of the locality in which the in- 
stitution is located educated on the needs and 
value of such an institution. 

6. Sufficient funds for equipment and main- 
tenance. 

7. A suitable location with buildings so con- 
structed that maximum results will be obtained 
with the minimum expenditure of energy and 
money. 

8. Laws governing the control of tuberculosis 
patients. 
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OUT-PATIENT DEPARTMENTS AND SOCIAL SERVICE IN CATHOLIC HOSPITALS 
IN THE UNITED STATES* 


Movement for Development of National Catholic War Council’s Reconstruction Plan— 
Clinical Work and Social Service Incorporated in Training of Nurses 


By THE REV. JOHN O’GRADY, ASSOCIATE PROFESSOR OF SocioLoGy, CATHOLIC UNIVERSITY, WASHINGTON, D. C. 


OSPITAL social service is not by any means 

a new institution. In the very early history 
of the church, special orders were established for 
the purpose of ministering to the sick in their 
homes. The principal functions of the confrater- 
nities of charity and the daughters of charity 
founded by St. Vincent de Paul were the care of 
the sick and the poor in their homes. 

“From 1667 until the French Revolution, the 
hospitals of Paris had their full-fledged social 
service auxiliaries, including solicitors and con- 
tributors of funds, ward visitors, and a staff of 
home visitors. The first group apparently suc- 
ceeded in obtaining financial support; the second 
brought to the sick the material and moral aid 
of which they had need; while the third group, 
informed by the second concerning the require- 
ments in each case, made domiciliary visits and 
advised, directed, and assisted convalescents on 
their departure from the hospital. 

“The whole system was discontinued at the time 
of the French Revolution, but shortly afterwards 
it was re-established, first in the Hotel Dieu and 
then in other hospitals, until finally each hospital 
once more had its social service organization.’ 

The Catholic sisterhoods which have devoted 
themselves to hospital work in the United States, 
unlike their European branches, have, for the 
most part, felt that the care of the sick in the 
home was outside of their field. Their work has 
been primarily institutional. In the European 
branches of the Sisters of Charity, for example, 
we find a number of Sisters who devote them- 
selves exclusively to outside work. No provision 
for such home visitation is found in the consti- 
tution of the American branch of the same order. 

Before the war, many of the Catholic sister- 
hoods in the United States were beginning to feel 
the need of medical social service. At that time, 
at least eight Catholic hospitals were employing 
social workers in connection with their out- 
patient departments, and many others were secur- 
ing the services of volunteers to follow up pa- 
tients from the wards and dispensaries. The 
work of developing medical social service, how- 
ever, in connection with Catholic hospitals was 





*Read at the Twenty-first Annual Convention of the American 
Hospital Association, Cincinnati, September 8-12, 1919. 

1 Goldwater, S. S.; “Who Started Hospital Social Service?” Editorial, 
THe Mopern Hospirau, Vol. xii, pp. 356 (1919). 


bound to progress very slowly without an active 
educational campaign conducted by persons 
having the confidence of those in charge of the 
hospitals. 

There has always been a considerable amount 
of out-patient work in connection with Catholic 
hospitals in the United States. So far as can 
be learned, about fifty of the largest Catholic 
hospitals in the United States had dispensaries 
in operation in November, 1918. The work in 
these dispensaries was, however, rather poorly 
organized. In some cases there was no hospital 
staff, and a corresponding dispensary staff was 
the exception. 

The foregoing is a brief description of medical 
social service and out-patient departments in 
Catholic hospitals in the United States prior to 
November, 1918. At that time the National 
Catholic War Council, as a part of its reconstruc- 
tion work, decided to inaugurate a movement for 
the development of out-patient departments and 
social service work in connection with Catholic 
hospitals in the United States. 

In inaugurating this movement the Council 
was actuated by two important considerations: 
In the first place, it was anxious to see the Cath- 
olic hospital in a position where it might be of 
the greatest assistance to the soldier or his de- 
pendents in the way of medical care and advice. 
Under the Soldiers and Sailors Insurance Act, 
our wounded men have a right to medical care 
at government expense. The Bureau of War 
Risk Insurance, which is charged with the ad- 
ministration of the Act, has confided to the 
United States Public Health Service the problem 
of providing medical care for wounded soldiers 
who are compensation cases. The facilities of the 
Public Health Service and the Home Service Sec- 
tion of the Red Cross have not been equal to the 
task. They need the cooperation of all agencies 
engaged in health work. The thousands of men 
whose compensation has not yet been settled need 
care and attention. Even after they have form- 


ally become charges of the Bureau of War Risk 
Insurance, many of the men prefer to go to their 
own physicians and to private institutions for 
medical care. 

The Catholic War Council endeavored to con- 
vince the heads of Catholic hospitals in the more 
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important industrial centers that, in order to dis- 
charge their duty toward the soldiers and their 
dependents, they should establish out-patient and 
social service departments. The Council offered 
to send experts to the different hospitals in order 
to show the sisters and doctors how the work 
should be organized. It also volunteered to place 
one or more medical social service workers at the 
disposal of the hospital for a period necessary to 
insure the success of the work. 

The second important consideration influencing 
the War Council in this movement was the need 
of making Catholic hospitals more efficient as 
educational institutions in preventive medicine. 
The war has shown the American people—in fact, 
it has shown all peoples—that they have been 
very negligent in matters of health. We have al- 
lowed our children to grow up with remedial de- 
fects which make their lives unhappy, undermine 
their vitality, and impair their economic useful- 
ness. We have permitted them, without medical 
examination, to enter occupations to which they 
were not equal. As a result of our neglect of 
health education, large numbers are unacquainted 
with the elementary facts of hygiene. Very little 
has been done to put into practice our knowledge 
of employment, of proper selection of foodstuffs, 
and of housing and living conditions as related to 
the problem of ill-health. 

The National Catholic War Council felt that 
the 557 Catholic hospitals in the United States 
might be made a powerful factor in the solution 
of the health problems arising out of the war. 
Their cooperation was particularly necessary in 
order to enable Catholic child-caring institutions 
and parochial schools to make more adequate 
provision for the medical care of children. Med- 
ical examination of school children will scarcely 
attain its purpose if our hospitals are not 
equipped with out-patient departments whereby 
the physical defects brought to light by the med- 
ical examination may be remedied. Better re- 
sults could be obtained in the medical care of 
children in institutions if organized hospital clin- 
ics were available where they might be examined 
before admission, and to which they might be 
referred for medical care by institutional phy- 
sicians. 

Between December 1, 1918, and August, 1919, 
our representatives have conferred with the 
superintendents of thirty Catholic hospitals in the 
United States. Of these, thirteen have adopted 
the Council’s plan and have in operation well-or- 
ganized out-patient and social service depart- 
ments. Of the remaining fifteen, three have sig- 
nified their intention of adopting the plan as soon 
as they are given technical assistance. 


Shortly after the opening of its campaign, an 
old and well established hospital in one of the 
largest cities on the Atlantic seaboard was ap- 
proached. After a prolonged discussion the Sis- 
ter in charge decided that it was impossible for 
her institution to engage in the work. Another 
hospital in the same city was then approached. 
We decided to place at the disposal of the insti- 
tution for a short period a trained social worker 
if they would agree to organize their staff both 
for hospital and out-patient departments. Our 
offer was accepted and within one month the 
work was under way. After the superintendent 
of the first hospital learned of the success of the 
out-patient and social service departments of the 
second hospital, she immediately decided to estab- 
lish similar departments in her own institution. 
Within the past two months a third hospital in 
the same city has decided to establish an out- 
patient and a social service department. During 
the summer months all three hospitals cooperated 
in conducting a special course in medical social 
service for their nurses and others. 

The first requisite for good dispensary work is 
a well-organized and sympathetic staff. Only one 
of the thirteen hospitals which cooperated with 
the Catholic War Council had a dispensary staff. 
Five of the institutions had no staff organization 
in the hospitals. In these institutions, of course, 
the first step was to organize a hospital staff. The 
staff of the dispensary in each case was made 
coordinate with the hospital staff. The head of 
each department in the hospital was appointed 
head of the corresponding department in the dis- 
pensary and was held responsible for its general 
policies. The actual work of each dispensary de- 
partment was placed in the hands of an associate 
who was given one or more assistants, according 
to the needs of the department. A great part of 
our success in staff organization was due to the 
able work of Dr. Frederick Rice of Bellevue Hos- 
pital, New York, who, throughout the period of 
the war, was associated with the Surgeon-Gen- 
eral’s office. 

Since the dispensary in each case was an in- 
tegral part of the hospital, the general problems 
of dispensary administration were placed in 
charge of a representative of the hospital super- 
intendent, who generally acts in the capacity of 
registrar. She admits to the dispensary, directs 
patients to the proper clinics, refers them to the 
head of the social service department when, in 
her judgment, they are social service cases, and 
keeps a registry of attending physicians. 

Modern social welfare implies the placing of 
a greater number of persons in a position where 
they will have better access to all the things, 
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both of body and soul, which may be needful for 
their welfare, the adjusting of our institutions 
so that all may have more nearly equal opportuni- 
ties, and the rendering of necessary services to 
persons who are unable to obtain these services 
themselves. It has been our constant endeavor 
to convince the hospitals that dispensary service 
is a necessary service. We sought to convince 
them that it should be free to all who are not in 
a position to pay for the specfic type of service re- 
quired. No matter what a man’s economic status, 
the out-patient departments working under our 
auspices will give him free preliminary examina- 
tion. This is a duty which we believe the hos- 
pitals owe to the public. The individual may be 
suffering from a disease which makes him a dan- 
ger to others—and there are few diseases now- 
adays which are purely an individual concern. 
We are coming more and more to see that neglect 
of the first symptoms of ill-health is a serious 
social concern. It is, therefore, the duty of the 
hospital to take every step necessary to teach 
people to take care of their health, and one of 
the best means of doing this is by the adoption 
of a liberal policy in providing free medical ex- 
amination. If more persons are induced to take 
treatment as a result of these examinations, the 
physicians will certainly profit in the long run. 
Free medical examination, however, does not 
mean that patients who are able to do so should 
not be required to pay the cost of materials used 
in the examination. 

It has been the general policy in the past to 
deny dispensary treatment to persons who were 
receiving more than a living wage. To this gen- 
eral rule exceptions have been made when a per- 
son who was receiving little more than a living 
wage needed very expensive treatment. In esti- 
mating a living wage a great number of dispen- 
sary superintendents have relied on their own 
fancy and have paid very little attention to im- 
portant budgetary studies, with the result that 
we had almost as many different notions of wage 
standards as we had dispensary superintendents. 
We have aimed to convince the dispensary super- 
intendents that a living wage is a changeable 
quantity. 

For the benefit of the social service workers, we 
have brought up to date the various budgetary 
studies of wages made before and during the war. 
The standard which we set up was not, of course, 
an inflexible one, and the hospitals were given to 
understand that there were a great many other 
things to be considered in determining the merits 
of each individual case. 

Medical social service is born of the idea that 
a trained social worker is capable of supplying 
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the physician with a great many facts in regard 
to the patient’s history, his employment, his home 
conditions, and his habits of life, which are essen- 
tial for correct diagnosis, and that she can be of 
invaluable assistance to the physician in teaching 
the patient how to carry out his orders. 

When social service is first introduced into a 
hospital, many difficulties must be overcome, espe- 
cially when its introduction is not the result of a 
movement within the hospital. The physicians 
must be convinced of the value and the need of 
social service. It is not sufficient that they be 
sympathetic towards the work. They must learn 
when and how the social worker can assist them. 
The hospital authorities must also learn to appre- 
ciate the practical value of social service. They 
must realize that the social worker is capable of 
doing more than obtaining a position for a person 
out of work. 

In the thirteen Catholic hospitals which have 
established social service during the past eight 
months, the social worker comes in contact with 
the dispensary patient in three ways. Her first 
hope of getting in touch with the cases is through 
the admission desk. We realize that much more 
effective work can be done if the admission desk 
is in charge of a trained social worker. In only 
two hospitals has this been found possible. In 
three others we have induced the hospital author- 
ities to place an intern at the admission desk. 
The interns readily learned to appreciate the 
value of social service and have avoided much 
confusion in directing patients to the proper clin- 
ic. At first we found that the doctors were very 
slow in referring patients to the social service 
department, but after the department had been 
in operation for two or three months there was a 
remarkable change in their attitude. In nearly 
every one of the hospitals, two or more progres- 
sive men at the head of departments had a re- 
markable influence in educating the other phy- 
sicians in the need of medical social service and 
its possibilities for the medical profession. 

In order to make sure that no cases needing 
social service are slighted, the social workers, at 
the end of each day, go over the medical records 
of all cases admitted to the dispensary during the 
day. 

We have succeeded in having standard record 
forms introduced into all the social service de- 
partments thus far established. These forms 
were made up after careful study of the forms 
adopted in all the more important medical social 
service departments in the United States. We do 


not claim that they are perfect, but we have done 
everything possible in order to have them embody 
the best experience on the subject. 
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Clinical work and social service should form a 
part of the training of all nurses at the present 
time. Without training in these branches their 
sphere will be very limited. They will not be 
prepared for work in the fields of public health 
or industrial nursing, and even in private nurs- 
ing they will scarcely have the vision necessary 
for effective work. Training in clinical work has 
an additional advantage in Catholic hospitals in 
that the members of the Catholic sisterhoods in 
these institutions are generally recruited from 
the training schools. The teaching of social serv- 
ice to the nurses will, therefore, have a tendency 
to develop a greater sympathy for social service 
in the Catholic sisterhoods. These thoughts we 
have endeavored at all times to bring home to 
the hospitals. As a result of our efforts, work in 
the clinic and_ social service department 
forms a part of the training of nurses in 
all the institutions with which we have dealt. In 
three of the institutions special courses in social 
service have been instituted for the nurses in 
training. 

The time has been too short to gauge with any 
degree of accuracy the results achieved by the 
medical social service departments established un- 
der our auspices. In fact, the institutions have 
been so busy with the essentials of organization 
that they have not yet had time to work out 
many of the details. In some of the larger cities, 
like New York, Boston, Washington, Philadelphia, 
and Chicago, the workers have been compelled to 
devote a great part of their time to the after-care 
of the soldier, in cooperation with the Red Cross, 
United States Public Health Service and the Fed- 
eral Board for Vocational Education. This im- 
mediate and necessary work has prevented them 
from developing some of the other fields of social 
service. It may be safely said, however, that the 
social service departments have created a new 


Treating Babies in an Eye Hospital 


The ophthalmic experience in the Royal Eye Hospital, 
Manchester, is very good, and it is also very compre- 
hensive. Venereal disease in the mother frequently re- 
sults in the eyes of the child being infected when born, 
and there is a special ward for such babies to accom- 
modate several mothers and their infants. The mother 
accompanies the baby, so that breast-feeding may be con- 
tinued. There is also a larger ward for conjunctivitis in 
infants. Here every child sent in for treatment must be 
accompanied by someone who is capable of looking after 
it, usually a relative. In one case, the child was brought 
in and looked after by its great-grandmother. The nurse 
in charge of the ward is responsible for the treatment 
of the babies’ eyes only, the child’s relatives having to see 
to its bathing and dressing, the washing of its clothes, 
and its general care. There is a special day-room set 
apart for these women.—The Nursing Mirror, London. 


vision in the Catholic hospitals. It has made 
them emphasize more and more preventive and 
follow-up work. 

Medical social service is destined to have a 
great influence not alone on Catholic hospitals, 
but on Catholic social work generally. It will be 
the means of providing more adequate care of 
the health of children in parochial schools and 
Catholic child-caring institutions. On our advice 
one of the most important Catholic dioceses in 
America has, within the past two months, enacted 
a ruling that all children about to be admitted to 
child-caring institutions must have a medical ex- 
amination in one of the hospital clinics. We have 
every reason to hope that in the near future other 
dioceses will follow the example of this one in 
utilizing the hospital out-patient departments to 
provide diagnostic and medical treatment for all 
children under their care. 

The ideal which we have set before the Cath- 
olic hospital out-patient and social service depart- 
ments is not the providing of medical relief for 
those who are unable to pay any medical fee, but 
rather the providing of specialized medical care 
for the wage earner at a price which he can afford 
to pay. The wage earners of our time are shut 
out from the best things in modern medicine be- 
cause they are unable to meet the fees of the spe- 
cialist. Health insurance will not meet the need 
of the wage earners in this respect under the 
present system of medical practice. This situa- 
tion may be met by the organization of evening 
clinics where the working men may obtain spe- 
cialized medical care for the payment of a rela- 
tively small fee. During the course of the next 
few months we expect to have a number of eve- 
ning clinics established in connection with Cath- 
olic hospitals. In cooperation with the United 
States Public Health Service we have already 
established one such clinic in New York City. 


Special Need of Breast-Feeding for Illegitimate Children 


In the report of the deaths of six babies at a Southport 
Nursing Home, it was shown that the mothers of the 
children, who were all illegitimate, came into the Home 
for twelve or fourteen days, and then went out, leaving 
their children to be looked after by the certified midwife 
in charge. The coroner’s verdict was to the effect that 
the babies died from mal-assimilation of food, and the 
midwife emphasized the fact that the children mostly 
started life as “poor little wrecks.” This evidence points 
most strongly to the need for retaining the mothers for 
at least a year in such homes, so as to give the children 
the benefit of breast-feeding. In most of the homes in 
connection with the Diocesan Councils for Preventive 
Work the mother-to-be is only received on condition that 
she remains with the child for a year, paying back by de- 
grees when she gets back to work a certain proportion 
of the money expended on her.—The Nursing Mirror. 
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CROSSED INFECTIONS AND METHODS FOR PREVENTION* 


Experience Has Shown Numerous Essential Conditions for Holding Crossed Infections 
to a Minimum—Negligence Not Always Responsible—Everlasting Vigilance 
Fundamental Requisite of Technique 


By ARCHIBALD L. HOYNE, M.D., MepIcaAL SUPERINTENDENT, MUNICIPAL CONTAGIOUS DISEASE HesPITAL, DEPART- 
MENT OF HEALTH, CHICAGO 


HEN we speak of a crossed infection having 

occurred in a hospital, we mean that the 
patient involved has contracted another disease 
in addition to the one for which he was admitted. 
For example, if a child is received at a hospital 
suffering from scarlet fever and later contracts 
diphtheria, the latter disease, under such circum- 
stances, is termed a “crossed infection.” 

Crossed infections are the bane of all contagious 
disease hospitals, and in respect to certain dis- 
eases, such as measles and chickenpox, cannot be 
absolutely prevented. Nevertheless, much can be 
done to hold these crossed infections down to a 
minimum. Before referring to past and present 
experiences along this line at the Municipal Con- 
tagious Disease Hospital, certain other explana- 
tions should be made regarding this topic. 

In the first place, we all know that wherever 
a large number of children are assembled, be it in 
schools, orphan asylums, non-contagious disease 
hospitals, or similar institutions, outbreaks, par- 
ticularly of measles or chickenpox, occur from 
time to time, and no special indignation is 
aroused because of such unfortunate occurrences. 
Nevertheless, when a parent hears of his child’s 
contracting measles in a contagious disease hos- 
pital, he is up in arms and ready to condemn the 
institution and all connected with it, together 
with the city, county, or state which maintains 
it. Yet, if the average individual will acknowl- 
edge that the stamp of inefficiency should not, 
necessarily, be placed upon the school or children’s 
hospital where a measles outbreak may occur, 
why is he so ready to censure a similar mishap in 
a contagious disease hospital where the possi- 
bilities for secondary infections are, as a rule, 
vastly greater? 


MANNER OF OCCURRENCE 


As already indicated, the average person infers, 
when crossed infections occur in a contagious 
disease hospital, that negligence must be re- 
sponsible. Now, while it cannot be denied that 
this is possible, yet it is by no means always true. 

Assume that a child is sent to a contagious dis- 
ease hospital suffering from diphtheria, and at 
the time of admission there are no cases of 
measles in the institution. The patient is placed 
in a room where there may be from one to eight 


or ten other diphtheria patients, or the case may 
be placed in a cubicle (glass-partitioned room) 
with one or two other patients suffering from a 
similar disease. The accommodations depend on 
the type of hospital. At the end of five or six 
days this patient breaks out with measles. This 
is not a crossed infection for which the hospital 
is in any way responsible, because sufficient time 
has not elapsed since the child was admitted to 
have measles develop from any hospital case even 
if there had been one. It simply means that 
this patient was exposed to measles a week or 
ten days before he was sent to the hospital. The 
hospital had no knoweldge of such a fact, and 
possibly the family was not aware of it. 

There was nothing in the nature of the child’s 
symptoms at the time of admission to suggest 
that he would develop measles; else he would have 
been isolated (placed in a room by himself). 
Nevertheless, measles has been brought into the 
hospital by the child. What happens? Even 
though the patient is removed from the room at 
the earliest appearance of the rash, every other 
child in that room who has not had measles at 
some previous time is going to have the disease. 
And, worse than that, it may spread through the 
hospital like wildfire if the most stringent pre- 
cautions are not taken, for measles, to a certain 
extent, is an air-borne disease. It may pass from 
one room to another simply by means of a door 
which happens to be left open, a factor which, 
ordinarily, would be of little consequence in the 
case of diphtheria or scarlet fever. Now, as has 
been said, the first patient who developed measles 
was not an example of a crossed infection oc- 
curring in the hospital because the disease was 
contracted prior to admission. But any other 
cases of measles which may follow at fourteen- 
to-eighteen-day intervals would be crossed infec- 
tions because, in these instances, the disease would 
be acquired in the hospital and not outside of it. 
All that has been said concerning measles applies 
with equal force to chickenpox. 

When the Municipal Contagious Disease Hos- 
pital was hastily opened in January, 1917, in order 
to cope with the outbreak of scarlet fever at that 
time, the institution was quickly over-crowded. 

*From the Octennial Report, Department of Health, Bureau of 


Hospitals, City of Chicago, 1911-1918, John Dill Robertson, M.D., 
Commissioner. 
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The hospital equipment was incomplete, there had 
not been time to develop a well organized staff 
of physicians, and the nurses for the most part 
were not trained in the new line of work which 
they were undertaking. Consequently, although 
at the time of opening only scarlet fever patients 
were to be admitted, it is not strange that many 
crossed infections occurred. The number of 
crossed infections seems to have been excessive, 
and yet there were undoubtedly many exigencies 
to account for a great part of them. 


PREVENTIVE MEASURES EFFECTIVE 


In May, 1917, the medical staff was better or- 
ganized, the necessary institutional equipment 
was practically complete, and the nurses by that 
time had had more experience and were better 
trained in contagious disease work. Further- 
more, certain changes were made in the distribu- 
tion and care of patients, and, as a result, the 
number of crossed infections rapidly declined. In 
fact, the greater part of the 1917 crossed infec- 
tions occurred during the first four months of the 
year. In 1918, the number of crossed infections 
showed a marked decrease as compared with the 
preceding year, and was no higher than might 
have been expected for a hospital of this char- 
acter. 

In January, 1919, when the present medical 
superintendent, who, since May, 1917, had been 
more or less closely associated with the hospital 
as consultant and more latterly as attending 
physician, assumed charge, certain measures were 
inaugurated with the object of reducing crossed 
infections to a minimum and of placing responsi- 
bility for any crossed infection which might occur. 
It is believed that these efforts were contributory 
to the results obtained for the first month of 1919 
when no crossed infection developed in the hos- 
pital, although there was a daily average of ap- 
proximately two hundred patients. 


METHODS OF CONTROL 


When a patient enters the Municipal Contagious 
Disease Hospital for some certain disease he is 
examined minutely in the receiving room. The 
mere fact that a patient is brought to the hospital 
suffering from scarlet fever is no proof whatever 
that he may not also have diphtheria, or vice 
versa. A diphtheria patient, when received in the 
examining room, may be found to have Koplik 
spots in the mouth, a sure sign of oncoming 
measles. Included in the examination is the his- 
tory of past illnesses, which has been provided by 
the ambulance surgeon, who obtains such infor- 
mation from the patient’s family when the 
ambulance calls for the case. Following the ex- 
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amination in the receiving room, the patient is 
assigned to the proper floor, according to the 
disease. If the patient has any suspicious symp- 
toms which make a complete diagnosis uncertain 
at the time of admission, he is isolated until all 
questions of doubt are cleared up by subsequent 
examinations during an observation period. 

So far as is possible, two or three children who 
have never had measles are not placed in the 
same cubicle. The aim is to have but one child 
who has not had measles in a cubicle with chil- 
dren who have previously had measles. Should 
this one develop measles a few days after ad- 
mittance, no harm will come to the other occu- 
pants of the cubicle. Moreover, if the measles 
patient is isolated sufficiently early—two or three 
days before the rash appears—crossed infections 
may be prevented. All measles cases are isolated 
on the top floor, as a current of air is capable of 
carrying the contagion of measles upward from 
one floor to another. 

The principles of aseptic nursing are also car- 
ried out. This plan is well understood and will 
not be discussed here. However, it may be em- 
phasized that the hands are one of the greatest 
agencies in the conveyance of contagious diseases 
and require a thorough cleansing after every 
handling of the patient, or, of any contaminated 
article. 

As in the case of other contagious disease hos- 
pitals, family physicians are not permitted to 
treat their patients after they send them here. It 
is assumed that the patient is sent to a specialized 
hospital for the purpose of receiving expert care. 
Likewise, it is reasonable to suppose that a hos- 
pital staff which is treating hundreds of contag- 
ious disease cases daily is better qualified to care 
for the patient than the average family physician 
who may, through a lack of knowledge of medical 
asepsis and hospital technique, become the source 
of crossed infections and of disorganization in 
the hospital routine. 

Some new rules have recently been put in force 
at the hospital which may possibly meet with 
criticism at first. Among them is one which pro- 
hibits the sending of toys, books, food, or pack- 
ages of any description to patients. This may 
seem a little harsh, but there are good reasons 
for excluding every item mentioned. Crossed in- 
fections are often introduced by toys or books, 
and diseases are transmitted by them in the hos- 
pital from one patient to another. 

The city provides every article for the diet 
which the patient should have, and all food is of 
the very best quality. The hospital cannot be 
responsible for the outcome of cases which are 
receiving food from without the institution. In 
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the matter of toys, in addition to the principal 
objections already enumerated, there is another 
factor: While the gift of a plaything to one child 
may afford amusement and shorten the hours, it 
may fill with longing and make unhappy other 
children who are not so fortunate in their parent- 
age or friends. So, from this viewpoint alone, 
the general average of contentment, as well as of 
safety, is highest when all patients are treated 
alike—no favors and gifts for some, with dis- 
content and envy for others. In addition, it must 
be rememmbered that about 85 per cent of the 
patients in this institution are acutely ill and are 
in no condition to be amused. And, finally, it 
should be borne in mind that, while every effort 
is put forth to make the patients as comfortable 
and as happy as possible, still the primary objects 
for which the patients are in the hospital are the 
treatment of disease and the recovery of health. 
Consequently, the enforcing of any measure is 
justifiable which will increase efficiency in gain- 
ing these objects. 
FACE MASKS 


Past experience in the hospital seems to show 
that the general wearing of face masks by all 
employees plays a very small part, if any, in the 
control of crossed infections. It is true, face 
masks may serve to keep the fingers out of the 
nose or mouth and thus prevent infection, but 
for those who know no better, a contagious dis- 
ease hospital is a poor place of employment. Face 
masks may be of value, however, when taking 
cultures, feeding patients, or doing any work in 
close proximity to the patient’s face. 


RECORDS OF CROSSED INFECTIONS 


In order to keep a close check on crossed in- 
fections at the Municipal Contagious Disease Hos- 
pital and to place responsibility for their occur- 
rence, a blank form has recently been devised by 
the medical superintendent. This form consists 
of a pink slip of paper and calls for the following 
information: name of patient; disease for which 
admitted to the hospital; date of admission; dis- 
ease contracted in hospital with date; name of 
resident physician making diagnosis of crossed 
infection; name of hospital physician confirming 
same; and name of head floor-nurse and floor. 
The clinical record also shows the name of the 
physician who originally admitted the case to 
the hospital. A supply of the blank forms re- 
ferred to is kept in the desk of the head nurse on 
each floor. As soon as a crossed infection is re- 
ported, one of these forms is filled in and sent at 
once to the office of the medical superintendent. 
The medical superintendent immediately makes 
a personal investigation of the case. He satisfies 
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himself as to the diagnosis and undertakes to place 


responsibility for the occurrence. He also gives 
any necessary instructions regarding the pro- 
cedure to be adopted in checking a spread of the 
disease. 

The crossed infection report spoken of is kept 
on file by the medical superintendent for future 
reference. If it is found that crossed infections 
are notably frequent on a given floor or that they 
occur among the cases of some particular head 
nurse in charge, it is at once apparent there is a 
lack of precaution or a flaw in the nursing tech- 
nique. Thereupon, steps are taken to correct the 
defects found. Also, if it is shown that many 
crossed infections occur among patients admitted 
by a particular physician, a clew is presented and 
an endeavor is made to ferret out the trouble and 
eliminate it. 

Everlasting vigilance is necessary in holding 
down the number of crossed infections in a con- 
tagious disease hospital. This is one instance at 
least where it is an error to wait for trouble. It is 
imperative to look for trouble, to seek trouble at 
all times in order that trouble may be checked 
before it can gain any great headway. 

NUMBER OF CROSSED INFECTIONS 


The number and per cent of crossed infections 
occurring at the Municipal Contagious Disease 
Hospital are shown in the following table’: 


CROSSED INFECTIONS AT MUNICIPAL CONTAGIOUS DISEASE HOosPITAL 
(1917-1918) 
1917 Percentage 1918 Percentage Total 
.3 3 f 


SCOOT TCE 104 3 1.2 137 
SEE eee 64 a 45 5.9 109 
OS | eee 14 6 11 4 25 
Whooping cough ........... 15 .6 1 .04 16 
0 eer 115 4.8 2 .05 117 
NE ik yin siea waa aimee 7 3 0 0 7 
NN Bio i ie atte grin iii die sik 1 .04 1 .04 2 
German measles ............ 11 4 4 BS 15 

ME -6acdbbadecbensesuds 331 97 ne 428 


In the study of these figures it should be borne 
in mind that the hospital was opened on January 
1, 1917, as a scarlet fever hospital. Only con- 
valescent cases of diphtheria were received at 
this institution until March 17, 1917, at which 
time the old contagious disease hospital was 
closed to diphtheria patients. Since then diph- 
theria cases have also been cared for at the new 
hospital. 

SUMMARY 


The following is a résumé of the essential con- 
ditions found necessary to minimize crossed in- 
fections in a general contagious disease hospital: 

1. The hospital should be of modern construc- 
tion. 

2. The staff should be well organized, the resi- 
dent physicians competent, and the nurses intelli- 
gent and well trained. 


1. During the first eight months of 1919 among 2,518 patients 
treated at this hospital there were but 12 crossed infections. Of 
the latter, 9 were measles, 2 scarlet fever, and 1 chickenpox. 
gives a crossed infection rate of less than .5 of 1 per cent. 


This 
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3. Separate receiving rooms should be provided 
for different diseases. 

4. Careful examinations should be made on ad- 
mission and secondary diseases detected. 

5. All doubtful cases should be isolated for ob- 
servation and subsequent examinations. 

6. Prophylactic dose of antitoxin should be 
given to any patient admitted with a positive 
diphtheria culture, but no clinical symptoms of 
the disease, without waiting for a Schick reac- 
tion. The only possible exception should be a 
known chronic “‘carrier.” 

7. All cases of scarlet fever with profuse nasal 
discharges or membranes of any character should 
be regarded as complicated by diphtheria until 
otherwise proven. 

8. A number of children who have never had 
measles or chickenpox should not be placed in the 
same room or cubicle. 

9. Measles or chickenpox should be isolated on 
the top floor of the hospital, if possible. 

10. All contacts in case of measles or chicken- 
pox should be isolated. In regard to the former, 
all susceptible patients in the hospital should be 
watched for the appearance of Koplik spots until 


SURGEON GENERAL MERRITTE W. IRELAND 
HONORED BY ROYAL COLLEGE OF 
SURGEONS OF EDINBURGH 


An honorary fellowship has been conferred upon Major 
General Merritte W. Ireland, Surgeon General of the 
United States Army, by the Royal College of Surgeons 
of Edinburgh, Scotland. This honor, which is paid to 
but one representative of each group of medical forces of 
the British Empire and its Allies, is the last of many 
which have come to this noted American surgeon whose 
biography is principally a list of achievements. 

Merritte W. Ireland was born at Columbia City, Ind., 
May 31, 1867, and is now in his 53rd year. He was grad- 
uated from the Detroit College of Medicine in 1890, his 
graduation being followed by an internship in St. Mary’s 
Hospital, Detroit. He is also a graduate of Jefferson 
Medical College, Philadelphia. In 1891 he entered the 
service as first lieutenant and assistant surgeon. During 
the Spanish-American War, he served with the Fifth 
Army Corps in Cuba, and later at Camp Wyckon, N. Y. 
In 1899, he was promoted to surgeon with the rank of 
major of the Forty-fifth U. S. Infantry. Shortly after- 
ward, he went to the Philippine Islands. In 1900 he was 
honorably discharged from volunteer service. Two years 
later he entered the office of the Surgeon General and in 
1903 was promoted to major and surgeon. He became 
lieutenant-colonel in 1911. The next year he was returned 
to the Philippines. Three years ago he returned to the 
United States and was put in charge of the base hospital 
at Fort Sam Houston, Texas. He accompanied General 
Pershing to Mexico as surgeon of the expeditionary forces. 
When General Pershing went to France he accompanied 
him as chief surgeon of the American Expeditionary 
Forces. The rank of brigadier general was conferred 
upon him in May, 1918. In October of the same year he 


399 


twenty-one days after the development of the last 
case. 

11. Books, toys, food, or packages of any de- 
scription from outside the hospital should be ex- 
cluded. 

12. All persons not directly connected with the 
hospital should be excluded from patients. Only 
in the direst emergency may parents be admitted. 
(This does not refer to the visitors’ aisle.) 

13. Physicians and attendants should wash 
their hands with soap and running water when- 
ever contaminated, which means whenever the 
patient or anything which has been in contact 
with a patient is handled. Also they should 
change gowns after coming in close contact with 
one class of cases before coming into contact with 
another class. 

14. A check-up blank should be used for re- 
porting each crossed infection to the medical 
superintendent. 

15. The principles of medical asepsis should 
be carried out in connection with all of the above. 
These include a separate set of utensils for each 
patient, such as bed pan, wash basin, towel, and 
cup. 


was promoted to Surgeon General in the Expeditionary 
Forces with the rank of Major General. 





Maj. Gen. MERRITTE W. IRELAND. Surveon General, M.C., U.S.A 
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From a Standpoint of Business 

The very sick patient, admitted to the hospital, 
is physically a bankrupt. His bodily liabilities 
exceed his assets. He goes into the receiver’s 
hands. 

The hospital, as the receiver, takes an account 
of stock, conserves the assets, and liquidates as 
far as it can the liabilities. Then the insolvent 
body becomes solvent and the patient is dis- 
charged. 

Most hospitals stop here, considering their re- 
ceivership performed. But if the hospital is to 
act as a good receiver, it will discharge the patient 
with some sound advice. It will enlighten him 
as to the dangers of speculative physical invest- 
ments. It will insist that if the patient is to re- 
main solvent, he must know how to invest his 
health and how to build up a reserve for time of 
need. It will make clear that good food is a 
paying investment, that adequate rest and exer- 
cise are good business. The hospital, as receiver, 
will demand that the bankrupt buy insurance in 
terms of recreation, and that he obtain an annual 
certified audit of his stock of health from a com- 
petent physician. 

The institution that teaches the principles of 
business as applied to hea]th is in an excellent 
position to go to the business interests of a com- 
munity and say “Our business is allied to your 
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Your profits are dollars while ours are 
There is a ratio between the two 
We help you and we ask you 


business. 
healthy people. 
in this community. 
to help us.” 








Montreal and the Next Annual Convention 

It is with a very special satisfaction and pleas- 
ure that Montreal anticipates the visit of the 
American Hospital Association next fall. His- 
torically and professionally the city has always 
been in the forefront of medical progress. 

Montreal has now well over six hundred thou- 
sand inhabitants and is one of the most beautifully 
situated cities of the Empire. Ever since its 
foundation in 1642, it has been devoted to medical 
philanthrophy, for it was in that year that the 
celebrated Jeanne Mance’ arrived with the 
founder of the city to take charge of the com- 
munity of nuns who accompanied the earliest 
settlers of the country. The Hotel Dieu, the oldest 
hospital in America, and now one of the greatest 
Catholic hospitals in Canada, was founded by her. 
From these beginnings the city has advanced in 
its medical interests to such an extent that there 
are now many public hospitals which will bear 
favorable comparison with any on the Continent. 

Apart from the Royal Victoria and Montreal 
General Hospitals, there has been founded in the 
last decade a large hospital for infectious diseases, 
and a magnificent new French Catholic hospital is 
in course of erection. It is largely due to the phil- 
anthropic citizens of Montreal that these institu- 
tions have been brought up to their present state 
of efficiency. 

The McGill Medical Faculty, with its magnifi- 
cent new buildings, will be of interest to all visi- 
tors, and its very modern laboratories and Depart- 
ment of Experimental Medicine, will attract no 
less attention. 

Indeed, Montreal to-day is the chief medical 
educational center of the Dominion. 

To the American visitor, the city is always a 
source of great attraction. As is well known, it 
is a seaport town with an enormous volume of 
shipping and traffic. It is the terminus of the most 
important railways in the country. It is full of 
historical interest, and the sight-seer will find 
both historical and scenic attractions which in 
themselves will well repay a visit. It is my in- 
tention later on to mention in detail such advice 
and direction as may be of help to prospective 
visitors in finding more easily all such oppor- 
tunities for pleasure and profit as will be worthy 
of note. 

It is particularly fortunate that the meeting 


? The story of Jeanne Mance and the founding of Hotel Dieu was 
published in THE MoperNn Hospitau, Vol. XIII, 4 (Oct., 1919), p. 296 
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is to be held in the month of September, inasmuch 
as during that month the weather is at its best, 
the opportunities for amusement by water and on 
land are especially attractive, and local excursions, 
the many interesting golf courses, and other 
forms of entertainment, are available for visitors 
as at no other time of the year. 
H. E. WEBSTER. 








A Training Course for Hospital Executives 


One of the papers which was heard with un- 
usual interest at the recent annual conference of 
the American Hospital Association at Cincinnati 
was that of Dr. A. C. Bachmeyer on “A Training 
Course for Hospital Executives.” The keen in- 
terest it stimulated was not due to the fact 
that it dealt with a new line of thought, for the 
subject has been discussed from time to time by 
various individuals and organizations alive to the 
need of such a course, but rather that it presented 
the basic elements of a well thought out plan 
under which a municipal university and a munici- 
pal hospital will cooperate in the training of 
hospital executives, the university furnishing 
instruction in theory, and the hospital, in coop- 
eration with other hospitals located in Cincinnati 
and elsewhere, providing instruction in the prac- 
tical aspects of hospital management. 

Other hospitals have been conducting courses 
in hospital administration for some time, notably 
the Massachusetts General Hospital of Boston, 
Bellevue Hospital of New York, the Presbyterian 
Hospital of Chicago, and Grace Hospital of De- 
troit. With a few exceptions, however, these 
courses have been pursued by women—usually 
graduate nurses—seeking preparation for execu- 
tive positions in small institutions and, accord- 
ingly, have not always attempted to give train- 
ing in the diverse problems which the executives 
of the larger hospitals are called upon to face. 
It is also true that isolated courses of lectures in 
hospital administration have been and are being 
given by experts. But to Doctor Bachmeyer must 
be given the credit for establishing in a university 
a department of hospital administration which, 
through close cooperation with a large municipal 
hospital, offers to men and women seeking to 
qualify themselves for responsible positions a 
comprehensive course of training, both in the 
theory and in the practice of hospital adminis- 
tration. 

Such a course, it should be pointed out, has its 
distinct limitations, and the men back of this 
project, we are gratified to observe, are not labor- 
ing under any illusions as to just what it will 
accomplish. 
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“The University of Cincinnati,” says Doctor 
Bachmeyer, “in organizing its facilities for 
this type of training, realizes that one year of in- 
tensive instruction, as contemplated, will not pro- 
duce a group of mature hospital executives. We 
believe, as Emerson has said, that, ‘colleges have 
their indispensable office—to teach elements.’ 
This course is intended to teach, so far as possible, 
the elements of hospital administration, to give 
the student an insight into the problems and 
diverse aspects of institutional management, and 
to enable him to give an ‘ideal worth’ to his 
work.” 

A hospital is such a complex institution, and 
its administration, even on a small scale, calls 
for such a diversity of knowledge and ability that 
only years of experience can bring a commanding 
grasp of its management. But the course at the 
University of Cincinnati should place its grad- 
uates on speaking terms with the executive duties 
of the hospital superintendent and ground them 
well in fundamentals. 








Is the Traditional Medical Course Indispensable 
for Successful Hospital Administration? 


In announcing the establishment of a divi- 
sion of hospital administration in the Depart- 
ment of Industrial Medicine and Public Health 
in the University of Cincinnati’s College of Med- 
icine, Doctor Bachmeyer says that administrative 
positions in hospitals, such as those of hospital 
managers and hospital superintendents, are 
rightfully within the scope of the activities of 
the physician. “Rightfully,” yes, but not wholly, 
as he himself concedes in a later paragraph when 
he says, “In view of the fact that non-medical 
executives and nurses are proving successful man- 
agers of hospitals, these courses of instruction 
will not be confined to physicians, but will be 
available to all persons whose individual quali- 
fications.are approved by the director and whose 
preliminary education will permit them to ma- 
triculate in the university.” 

Doctor Bachmeyer frankly admits that there 
are two sides to the question of whether the tradi- 
tional four years of medical training are an in- 
dispensable qualification of a successful hospital 
superintendent in a large institution. 

If it should be concluded that this course is not 
essential, and, as a result, non-medical men and 
nurses properly qualified by preliminary training 
in the sciences take the hospital administration 
course in increasing numbers, will it not be in- 
cumbent on the University of Cincinnati, through 
its medical college, to add to the course as at 
present outlined a wide range of subjects dis- 
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tinctly medical in character, which will give to the 
non-medical student those elements of medicine 
rightly regarded as essential to successful hospital 
administration? 

After all, are not the duties which the hospital 
superintendent is called upon to perform largely 
administrative in character? While a thorough 
knowledge of medicine such as that afforded by 
the traditional four-year course is desirable, is it 
essential? 

Would not a year’s intensive study of the 
broad essentials of medicine similar in purpose 
to the year’s intensive study of the essentials of 
hospital and business administration which 
Doctor Bachmeyer has inaugurated, suffice? We 
raise the question and throw the columns of the 
magazine open for discussion. Our readers are 
warmly invited to submit their opinions on this 
important topic. 








No Personal Interviews, Please! 


MAURICE BLUMENTHAL 
32 East TWENTY-THIRD STREET 
Room 402 
NEw YorRK CITY 
September 20, 1919. 
Mr. W. L. BABCOCK, 
Supt., GRACE HOSPITAL, 
DETROIT, MICH. 
Dear Sir: 

A gentleman of considerable wealth, who has devoted a 
liberal portion of his income to philanthropies along re- 
ligious and educational lines, has decided to devote more 
attention to substantial philanthropy of local nature, as 
owing to the war having taken large sums for overseas 
and training camp activities as well as hospital develop- 
ment, local hospitals have suffered to a considerable de- 
gree due to the curtailment of local contributions. 

A committee of experienced men will have charge of 
the distribution of whatever sums may be devoted to local 
Hospitals, and as they have manifested an interest in the 
requirements of Hospitals in your city and state, an 
information blank has been prepared whereon institu- 
tions desiring aid from this source may detail their 
requirements, as well as furnishing such other data the 
Committee deems essential to arriving at an estimate of 
what financial support your institution may need as well 
as learning what institutions are in the greatest need of 
help. 

While the gentleman is desirous of aiding to the maxi- 
mum of the institutions’ needs and his own ability, he 
feels a policy should be established of institutions endeav- 
oring to secure as much support as possible from local 
philanthropy, which added to what he might give would 
provide for such charitable work as the requirements of 
the community demand. 

For institutions having a large outstanding debt, either 
mortgage or floating, it might be a measure of safety as 
well as efficiency to try and raise this debt through a 
campaign for local support as well as any donation which 
the Committee might decide to give. 

Will you, therefore, indicate on the enclosed informa- 
tion blank whether or not your institution needs funds 
to continue its charitable work, and whether or not you 
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will be able to raise locally sufficient funds to add to 
whatever donation may be decided upon by the Commit- 
tee, to provide for a future period of charitable wants, 
as well as raising any outstanding debt, and if in your 
opinion such a debt could be raised locally provided a 
substantial sum was obtained from outside sources to 
help. 

Awaiting your reply, I am, 

Very truly yours, 
M. BLUMENTHAL, 
Secretary. 

P. S. Unless advised by the Committee, please do not 
expect personal interviews, as all decisions will rest upon 
the detailed information contained in the information 
blank, which you are expected to fill out should you wish 
financial support for your institution. 

At last some hospitals are to have their burden 
of debt lifted. So we are led to believe by Mr. 
Maurice Blumenthal, whose letter we publish in 
full in the adjoining column. Of course, there is 
no question about the good faith of Mr. Blumen- 
thal or about the purity of his altruism. Un- 
doubtedly he has the interests of the hospitals of 
this country solely at heart and is anxious that 
they should take full advantage of the kindly 
beneficence of his generous client. That his client 
wishes to remain incognito—what difference does 
that make? Is it not sufficient to know that he 
is a man of “considerable” wealth and has here- 
tofore devoted a “liberal” portion of his income 
to philanthropy of a religious and educational 
character? Why itch after more knowledge be- 
fore you return the information blank, indicat- 
ing whether your institution needs funds to con- 
tinue its charitable work? 

That your hospital will receive help, if it de- 
serves it and shows ability to raise an adequate 
amount of money, is sufficiently vouched for by 
the fact that a committee of experienced men 
(unnamed, let it be noted) will have charge of 
the distribution of whatever moneys may be de- 
voted to local hospitals. In this attempt to raise 
funds Mr. Blumenthal is presumably prepared 
to help—for a consideration, dare we guess? 

It may be betraying too great a curiosity, but, 
after reading Mr. Blumenthal’s letter, we as- 
suredly cannot be blamed for wanting to know 
why this unnamed committee of experienced men 
has gone so far afield as Detroit, Mich.? It is 
true beyond peradventure of a doubt that “local” 
hospitals have suffered to a marked degree by the 
curtailment of “local” contributions. But this 
is as true of the “local” New York hospitals as 
it is of any other “local” hospitals and we timidly 
venture to ask whether it would not be wise for 
Mr. Blumenthal to use his unquestioned persua- 
sive powers in urging the gentlemen of the com- 
mittee of which he is the secretary to confine their 
interest to the hospitals of the city in which their 
secretary has his desk room? 
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We were, moreover, curious to know more 
about Mr. Blumenthal and his generous client. 
We, therefore, took the trouble to look him up. 
We found, however, that his name does not ap- 
pear in the New York directory at the address 
he gives. This we thought was perhaps due to 
his having moved in only recently. But we found 
that his name did not appear even on the building 
index board. We did find out that with thirty- 
eight other men he occupies desk room on one 
of the floors of the building and his mail is re- 
ceived for him by the man who runs the cigar 
store on the main floor. Well, perhaps, he is the 
bona fide representative of a man of “consider- 
able’ wealth, but we cannot help wondering if 
that gentleman is not Mr. Blumenthal himself. 

Meanwhile may we remind our readers to be 
constantly on their guard and under no circum- 
stances give out statistics and other important 
data except to properly accredited representa- 
tives of organizations and state agencies which 
have a legitimate right to ask for them. 








The Rural Community and the Rural Hospital 

On page 374 of this issue there appears the first 
of a brief series of articles under the general title 
of “Some Rural Communities and What Their 
Hospitals Mean to Them,” by Miss Mary Kather- 
ine Chapin. These papers, based on ideas and 
plans which Miss Chapin is working out, are in- 
tended to serve as an introduction to a more 
thorough and comprehensive study of this press- 
ing problem—a study which, without doubt, must 
soon be made if any intelligent, thorough-going 
program for the improvement of health condi- 
tions in our rural communities is to be formu- 
lated. 

That this is an important and timely subject 
for discussion none will deny. Farming shares 
with the steel industry the honor of being a basic 
industry, and everything that is done to maintain 
—and, where necessary, to restore—the health 
of the farmer and those socially and economically 
related to him makes for increased productivity 
and general well-being. The rural hospital, cor- 
rectly conceived, properly organized, and effi- 
ciently administered, should occupy an impor- 
tant place in rural economy. 

The idea with which this study begins is that 
the first thing to ask of any hospital is not wheth- 
er it conforms to this or that specific requirement, 
but whether, in view of the sum of its services 
to the community, it deserves to exist. Would 
the community be better off with or without it? 
Now, it is possible—at least, it may be conceded 
for the sake of the argument—that a benevolent 
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despot, armed with a suitable questionnaire and 
a score card, might improve hospital conditions 
in our large cities by wiping out of existence 
every hospital in them which did not score up to 
a certain percentage of excellence. The former 
patients in these inferior hospitals would benefit 
rather than suffer, for they would simply be taken 
care of in the better hospitals, which would en- 
large their facilities to meet the increased de- 
mand. The case is different, however, in the 
country. Many a rural hospital which would 
score extremely low, and which measures up even 
to that low standard only with difficulty and 
against heavy odds, is yet indispensable to the 
well-being of its community. Such hospitals 
need, not to be castigated or suppressed, but to 
be helped. Before they can be helped, however, 
they must be understood, which implies that the 
facts about rural communities and their hospitals 
must be better known than they have been hith- 
erto. The place to begin studying the rural hos- 
pital, as intimated in the first paper of the series, 
is in the community which it serves. Such spe- 
cial study of rural hospitals is doubly necessary 
if it should prove that, as Miss Chapin has sur- 
mised in a series of editorials which appeared in 
this magazine earlier this year,’ the rural hos- 
pital really has a field of its own and a function 
distinct in many ways from that of the urban 
hospital. 

The papers in the present series will be largely 
introductory in character, and it is hoped that 
from this cursory examination of the problem a 
scheme for a more thorough-going and compre- 
hensive study may be evolved. 








Some Practical Measures of Death Prevention 


So far as we are aware there are no figures 
covering the country as a whole relative to the 
number of fatalities in hospitals and sanitariums 
caused by patients falling or jumping from 
windows. Some conception of the frequency of 
this occurrence may be gained through a consid- 
eration of the experience of Cook County, Illinois, 
as related by Dr. Edward H. Hatton.* 

The records of the coroner of Cook County 
show that during a period of twelve years ex- 
tending from January, 1907, to December, 1918, 
49 such deaths occurred in 31 different hospitals. 
Eight of the hospitals had 2 such deaths, two had 
3, and one of the largest hospitals of the group 
had 7, showing that the initial death in many 


2. “What Is the Matter With the Rural Hospital?” Tue Mopernw 
Hospitat, Vol. XII (April, 1919); “Once More the Rural Hospital,” 
THE Mopern Hospitan, Vol. XII (May, 1919); “The Growth of the 
Hospital Idea,”” THe Monern Hospitar, Vol. XIII (August, 1919). 

3. “Fatalities in Hospitals Caused by Patients Jumping from 
Windows: From the Records of the Coroner's Office, Cook County, 
Illinois,”” Jour. Amer. Med, Assn., Vol. 73, p. 604. 
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instances did not for 
one reason or another 
prevent repetition. 

The figures gathered 
by Doctor Hatton also 
show that in Cook 
County there was a 
noticeable tendency for 
the number of such 
deaths to increase in 
the closing years of 
this period. He attrib- 
utes this tendency 
partly to the increase 
in the size of the hos- 
pitals and the number 
of used beds, and part- 
ly to the decrease in 
the number of interns, 
nurses, and attendants, 
combined with the in- 
efficiency resulting 
from war activties. 

Those of our readers 
who are interested in 
the conditions that pre- 
vailed when the fatali- 
ties took place, the time 
they occurred, and the 
type of patients con- 
cerned will do well to 
read Doctor Hatton’s 
article. We are pri- 
marily interested in 
bringing to their atten- 
tion Doctor Hatton’s 
conclusions. From the 
facts adduced in his 
article he concludes 
that: 

“1. A concerted ef- 
fort should be made 
toward designing a 
standard hospital win- 
dow and screen which 
would absolutely pre- 
vent such accidents and 
yet be satisfactory 
from the mechanical 
standpoint, as regards 
convenience in wash- 
ing, use of fire escape, 
ventilation, and light- 


ing. 
“2. Nurses and at- 
tendants, especially 


those on duty during 
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A. R. Warner Chosen Executive Secretary of 
American Hospital Association 





DR. A. R. WARNER. 


R. ANDREW ROBERT WARNER, for a num- 

ber of years superintendent of Lakeside Hos- 
pital, Cleveland, Ohio, was appointed executive 
secretary of the American Hospital Association at 
a meeting of the Association Board of Trustees held 
in New York, October 10, 1919, succeeding Mr. 
Howell Wright, who for more than a year has been 
acting as temporary executive secretary. Doctor 
Warner begins his new duties November 1. 

The announcement of Doctor Warner’s appoint- 
ment is a matter for congratulation among his many 
friends. His activity in hospital matters generally 
has won for him a nation-wide acquaintanceship 
among hospital executives and physicians, and re- 
cognition of his ability is evidenced by the number of 
responsible positions he has been called upon to fill. 

Doctor Warner was born at Mentor, Ohio, in 1875. 
He secured his medical education at the Western 
Reserve University School of Medicine, graduating 
in 1906. He has been president of the Ohio Hos- 
pital Association, and last year was president of 
the American Hospital Association. He is a Fellow 
of the American Medical Association and recently 
was elected first vice-president of the American Con- 
ference on Hospital Service. He is especially inter- 
ested in hospital standardization and the group 
practice of medicine, and a number of his articles 
on these subjects have been published. 











the afternoon and the 
first half of the night, 
should be continually 
warned of the possibil- 
ity of such accidents 
occurring and should 
be prepared to act 
quickly and wisely in 
emergencies. 

“3. Every toilet 
room used by patients 
should be protected by 
bars or gratings across 
the windows. 

“4. Special precau- 
tions should be taken 
not only in regard to 
those who are actually 
delirious but also in 
regard to others who 
from the nature of 
their sickness may be- 
come delirious. 

“5. With regard to 
foreigners as patients 
an effort should be 
made to have with 
them, from time to 
time, regular attend- 
ants,—or at least 
others—who speak 
their language.” 

The second and 
fourth suggestions 
merely emphasize the 
necessity of fore- 
thought. They involve 
no additional outlay or 
expense; yet they may 
be vitally instrumental 
in the actual saving of 
human life. Hospitals 
in which fatalities 
occur through sheer 
carelessness are justly 
reprehensible for the 
loss of life occasioned 
by their thoughtless 
negligence. 

Likewise, the third 
suggestion, small in the 
amount of expense its 
adoption may occasion, 
looms large _ indeed 
when interpreted in 
the figures of deaths 
prevented. 
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While the fifth recommendation may be difficult 
of execution, yet at least a conscientious effort 
should be made to carry it out. 

The first suggestion is imperative, and 
progressive hospital architects, practical builders, 
superintendents, and inventors should turn their 
attention at once to the designing of such a stand- 
ard window and screen. 

While it is to the final achievement in this point 
of hospital construction that we must look as the 
greatest preventative of these deaths, adminis- 
trators will do well to spare no pains in the adop- 
tion of every practical measure of prevention. 








A Criticism and a Reply 

An interesting point in connection with the 
architectural study of the State Tuberculosis Hos- 
pital at Wallum Lake, R. I., as presented by the 
superintendent, Dr. Henry Lee Barnes, on page 
371, is the fact that the screens between the 
beds (used when bathing patients or giving them 
other attention) were built in before the structure 
was plastered by bolting part of the fixture to the 
gypsum block partitions. When not needed, these 
screens swing back against the wall. In the opin- 
ion of the superintendent they are much cheaper 
and more securely fastened to the wall than any 
manufacturer’s fixture applied over the plaster. 

A sound criticism of the plans of this hospital 
was deemed worthy of being quoted entire, and 
we believe that the various points brought forth 
by the critic whose article appears on page 424 
of this issue, will well repay study. 

The arguments did not, however, remain un- 
answered. In his reply, which follows the criti- 
cism, Dr. Barnes meets the several criticisms 
clearly and concisely. After having presented an 
admirable defense, he adds a number of his own 
criticisms which embody the result of his experi- 
ence with the building. We believe that our read- 
ers will find the entire series—the original article, 
the criticism, and the reply—of especial value and 
interest. 


Many people who are complaining of not getting a 
square deal would complain a good deal more if they got it. 





There are two things I never worry about—those things 

I can’t help, and those I can—Robley D. Evans. 
One Point of View 

An old and dusky daughter of the South, to whom 
things present themselves in terms of her profession, de- 
scribes a Red Cross parade in which the canteeners and 
surgical dressings workers marched in all their white 
glory: 

“Lawsee, Miss Anna, it cert’nly was a gran’ spectacle! 
Nevah in all ma life did I see so much washin’ at one 
time!” 
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FREE DENTAL CLINICS FOR RURAL SCHOOLS 


North Carolina Pioneer in Movement for Traveling Dental 
Service—Educational and Prophylactic Side 
of Question Emphasized 


North Carolina was the pioneer state in appropriating 
money from the public school funds to be used by the 
state board of health in the examination and for the 
dental treatment of children in the rural schools. Prac- 
tically every state in the Union provides free examination 
for school children, but until this forward step was taken 
in 1917, little of a specific nature had been done to remedy 
cefects found. 

A bureau, charged with the responsibility of executing 
the law, immediately formulated plans for a systematic 
remedying of conditions. When it became known that 80 
per cent of the school children of the state needed dental 
treatment, that defect was the first one to receive con- 
sideration. 

The opinion that treatment for a physical defect should 
be as free to a school child as the school itself resulted in 
making the clinics free to every child between the ages 
of six and twelve years, with no distinction as to race, 
sex, color, class, or financial standing. 

“As there was no precedent pertaining to the solution 
of the rural problem, we found,” said George M. Cooper, 
M.D., director, department of medical inspection of 
schools, Raleigh, writing on the subject in Modern Medi- 
cine, “that we were embarking on an uncharted sea. How- 
ever, the results have a thousand times more than justified 
the adventure. This kind of work has come to North 
Carolina to stay. For the benefit of those interested in 
the details of our methods, the following summary is sub- 
mitted: 

“Six dentists who had been recently graduated and 
licensed to practice in the state, all young men of high 
type, were selected to do the work. A campaign running 
from four weeks to three months in each of nine counties 
in the state was planned. Each man was supplied with a 
McConnell folding chair, a foot engine, a student’s cabinet, 
a few simple drugs like novocain, tincture of iodin, oil 
of cloves, a full equipment of instruments such as excava- 
tors, elevators, burrs, brushes with pumice, with dental 
alloys, and the necessary material for the simpler fillings. 
Each one was placed in an automobile and taken from 
place to place over the county, the children being sum- 
moned by local agencies. The work was done for children 
between the age of six and twelve years only. No synthetic 
or gold fillings were undertaken, no crown or bridge work 
done; diseased pulps received only temporary treatment, 
and root canals were not treated. The work consisted 
mainly in placing amalgam fillings for the six-year molars, 
and other permanent back teeth, some temporary fillings, 
silver nitrate treatment, etc., cleaning and extracting 
when necessary. The educational and prophylactic side 
of the question was stressed at all times as the most im- 
portant. The work, ending early in December, resulted 
in the treatment of nearly seven thousand children in the 
nine counties. More than 227 dispensaries were held, and 
over 100 lectures on oral hygiene made. 

“Three dentists have been employed nearly all the time 
since the first of January. Beginning with August 1, this 
force was increased to nine, but as we always prefer to 
talk about something after it has been done, the result of 
this year’s work will suffice for another story. Naturally, 
in a state with 800,000 school children, more than three- 
fourths of them needing dental treatment, it is unthink- 
able that a very large percentage could be reached by nine 
dentists working all the time, but when the propaganda 
is spread all over the state and the people have preached 
in these and other homes in every section knowledge con 
cerning the importance of the care of the teeth, and the 
fact that the state is sufficiently interested to put up thou- 
sands of dollars a year in the effort to supply this care, 
he is a pessimist indeed who can not see that the result 
of the work will have an enormous influence upon the 
health of the children of this and succeeding generations.” 
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A FEW BRIGHT ONES FROM PROBATIONERS 


Blunders of Younger Members Cause Superiors to Seek 
Psychopathic Ward—Even Most Brilliant Have 
Moments of Temporary Aberration 


Every hospital training school is due to have enter 
about every so often at least one brilliant idiot, and 
even those who turn out to be the brightest nurses do and 
say absurd things when they first find themselves in the 
new environment of hospital life. Here are a few things 
that really happened and we shall be glad to have more 
of these stories illustrative of the humor that creeps into 
the dark days of probationary training. 


Head nurse to probationer: “Please go to the operating 
room and get me some T binders.” 

Probationer: “Yes mam, but which kind of tea shall 
I use, green or black?” 


A young nurse was told to give to a patient a table- 
spoonful of effervescent sodium phosphate. She obeyed 
orders to the letter, giving the patient the dry crystals 
and following up the dose with a glass of water. The 
patient frothed furiously at the mouth, and both patient 
and nurse were scared into hysterics. 


The crotchety surgeon entered the ward at meal time 
and found only a probationer on duty. In a great hurry 
to adjust a dressing but unable to find any instruments, 
he yelled at the only one present that looked like a 
nurse, “Where’s the probe? Fetch me a probe!” The poor 
little probationer, anxious to please, answered, “Won’t I 
do sir?” 


In one of its big charity wards a certain hospital had 
a demented old Dutch woman who had the habit of hiding 
things in her bed, and it was not uncommon to find table 
silver, meat, and vegetables or almost anything in the 
way of institution supplies under her pillow. She had 
been operated for cholecystitis and was on the way to re- 
covery, all drainage having been removed, but the wound 
was still partly open. One morning a new probationer, 
who had overheard someone say that the wound must 
be kept open, found the cork of a grape juice bottle under 
the old lady’s pillow and very carefully inserted the cork 
into the partly open wound. Strange to say, no sepsis 
followed her experiment. The old lady made a good 
recovery and still lives to torment her family. 
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An almost hopeless probationer was wished on a very 
good training school by one of its chief surgeons. Her 
speech was geared to about one-third the speed of that of 
most any other human being and she moved and worked 
at the same rate. The diet kitchen nurse, to whom she 
was at first assigned, begged the superintendent to take 
her away, saying that she herself would be driven to the 
psychopathic ward watching Miss A butter the toast in 
one direction with sober, serious, gridiron strokes and then 
repeat the whole process in a direction at right angles to 
the initial performance. She averaged about three full 
minutes to each piece of toast. So the poor little seeker 
after a profession was sent to the operating room, where 
her efforts were but little more successful. One day she 
heard the supervisor say, “I believe I have left the cold 
water tap from the sterilizer jacket running.” Where- 
upon she arose and said, “yes mam, shall I stuff some- 
thing in it?” 

Another day with an inimitable drawl to which no 
words could do justice this same probationer popped 
the following question at the unsuspecting supervisor: 
“Mrs. has had pneumonia and the little baby she 
has with her is to be taken to the obstetrical ward. 
What will they do to keep the baby from carrying in- 
fection over there?” Just for fun the head nurse 
answered: “They will put it in the sterilizer and boil 
it for half an hour.” Shocked beyond measure, the little 
probationer gasped in tones of deepest pity, “Oh the 
poor little thing—I’m afraid it’ll die!” 





Another probationer, who seemed to have considerable 
difficulty in getting the assignments to percolate through 
her gray matter, perpetrated the following: The in- 
structor had repeatedly impressed upon the class the 
necessity of cleaning a room thoroughly after it had been 
occupied by a patient with a communicable disease. When 
called upon to recite the student in question managed to 
remember something about fumigation and disinfection, 
but always forgot to include the fact that all things which 
could be so cleaned must be thoroughly washed with soap 
and water. One day, fairly in desperation, the instructor 
burst forth with, “Miss A—please remember that cleanli- 
ness is next to godliness and that the real cleaning must 
be done with soap, water and elbow grease.” In the final 
written examination, this is the answer to the original 
question that Miss A wrote. “Cleanliness is more than 
godliness and the first thing to do to a room which has 
been occupied by a patient with a catching disease is to 
go after it—using soap, water, and axle grease.” 

















This is the type of ambulance airplane used by France for French African service. 
the airplane as it lands with 
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The four-wheeled under-carriage affords additional safety for 
its sick or wounded. 
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ST. THOMAS’S HOSPITAL, LONDON 


First of British Hospitals Planned in Accordance with 
Modern Ideas—Date of Original Foundation Obscure 
—Present Site Exceptionally Well-Suited 
to Character of Institution 
St. Thomas’s Hospital, London, was one of the first 
British hospitals to be built in accordance with modern 
ideas. The foundation stone of the present buildings 
was laid by Queen Victoria in 1868 and the hospital was 

opened in 1871. The cost was £600,000. 

The buildings are 1,710 feet long and consist of a series 
of blocks separate from each other, but connected by 
corridors open to air on all sides. Between the blocks are 
grassy quadrangles, and along the entire front is a broad 
terrace overlooking the river. Six ofthe blocks are 
devoted to the use of patients; one includes the treasurer’s 
residence and St. Thomas’s Home for paying patients, and 
cne constitutes the medical school. 

About one-third of the beds are given over to medical, 
and the remainder to surgical cases. There are separate 
wards for the treatment of special classes of diseases, 
one being an isolation ward for infectious diseases, in 
cluding tuberculosis of the lungs. Each bed is allowed 
1,800 cubic feet of space, and in the infectious wards, 
2,500. In recent years, alterations have added a number 
of beds and a nurses’ home; the out-patient department 
has been rearranged; the laboratories have been extended; 
and the scone of the Roentgen Ray Department has been 
widened. 

It has been well said that the record of St. Thomas’s 
Hospital from the earliest times to the present day, is 
an epitome of the rise and progress of medical science 
in England. Its existence may be traced back through 
eight long centuries, and its history is linked with many 
ancient traditions. 

The exact date of the original foundation of St. 
Thomas’s is shrouded in the mists of antiquity; but since 
it was dedicated to St. Thomas 42 Becket, who was canon- 
ized in 1172, and as the first building was destroyed by 
fire in 1207, the origin is fixed between the two dates. 
At one time, it was known as St. Thomas a Becket’s Spit- 
tal. It was reendowed and a new charter granted in 1553 
under Edward VI, and the dedication transferred to St. 
Thomas the Apostle. 

In 1693 the hospital was rebuilt, and in 1707, Thomas 
Guy, who afterwards founded the hospital that still bears 
his name, added another wing. Additions were made in 
the eighteenth and nineteenth centuries, but in the latter 
half of the last century, the historic pile gave way to the 
advances of the railway contractors, who for the sum of 
£300,000 entered into possession of the lands which once 
had been purchased for £31. 

For a few years the work of the hospital and school 


river along entire front. 


was carried on at the old Surrey Gardens, in the hall 
famous as Spurgeon’s Tabernacle, but in 1871, the present 
series of buildings was completed, and formally dedicated 
by Queen Victoria. The nurses’ home is the direct out- 
come and, until the of her life, the object of the 
sedulous care of Florence Nightingale. 

The Medical School as an organization, though 
as any other British school of medicine, is yet a product 
of recent times, but it is only in the last one hundred and 
fifty years that any found of the 
school’s having required separate buildings. For a time, 
the two “Borough Hospitals,” as they were called—Guy’s 
and St. Thomas’s—ran in double harness; but they pulled 
different ways, and, for many years past, each has drawn 
its own load with mutual respect and goodwill tempered 
by a friendly rivalry. St. Thomas’s School owes its dis- 
tinction, not perhaps to any great number of meteoric 
speculators and dashing experimentalists that it has 
turned out, but to the conspicuously high average main- 
tained by the physicians, ialists who, 
in every quarter of the English-speaking world, look back 


end 


as old 


records have been 


surgeons, and speci 


with affectionate regard to their student days at 
Thomas’s. 
St. Thomas’s is one of the few London hospitals that 


has no dire need to appeal to the public for funds. It 
been richly past 
and in the course of centuries the value of some of these 
endowments has greatly increased. however, of 
the dwindling of from agricultural 
recent years, subscriptions have been received and grants 
allotted by the various charitable funds that exist for the 
purpose of assisting voluntary hospitals so that it does 
not subsist merely on the proceeds of its endowments. 

The present buildings occupy an imposing position on 
the south bank of the river, facing the Houses of Parlia 
ment, the rear overlooking one of the poorest sections of 
London. Just beyond the extreme limit of the hospital is 
Lambeth palace. The site is exceptionally well suited to 
the character of the institution. It has the wealth of the 
west, the squalor of the east, with the river on one side, 
and a public park on the other providing the light 
air so necessary to the welfare of the patients. 


has endowed by pious donors in the 
Because, 


revenues lands in 


and 


Cinema Aid to More Careful Living 

The latest Red moving “Winning Her 
Way,” is a film which reveals the vital work of the Red 
Cross public health nurse in a sleepy little village persist- 
ently behind the times. 

Beside being rich in 
sorbing in plot, 
sight into unhealthful conditions that exist in many small 
towns today and importance of establishing 
public health nursing in every community. 

The nurse sticks to her job as a teacher of more care- 


Cross picture, 


beautiful rural and ab- 


the picture gives the observer a clear in- 


scenery 


shows the 
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ful living, despite the opposition of short-sighted villagers 
who object to “these new-fangled ideas.” Championed by 
the village doctor, she gradually wins her way after her 
services prove invaluable in a number of emergencies, 
the climax coming when she saves the life of the daughter 
of the town “boss,” one of her chief opponents. A very 
beautiful love story also is woven into the thread of the 


play. 


PLANNING THE HOSPITAL WITH REFERENCE TO 
FUTURE DEVELOPMENT* 





Present and Possible Needs of Institution With Sufficient 
Funds for Construction and Maintenance Chief 
Factors—Original Structures Should Be Built 
With View to Minimizing Cost of Alter- 
ations or Additions 
By OLIVER H. BARTINE, Hospital Consultant, New York City. 


Not a little has been written upon the subject but, 
to those intimately connected with the building and opera- 
tion of hospitals, its importance will be manifest. The be- 
ginning of a new hospital is usually one of relatively small 
things in many ways, but it is never small in comparison 
with its potential future. The constantly increasing de- 
mand for hospital treatment assures the future growth 
of all hospitals. This potential future is a vitally im- 
portant factor, whether the hospital under consideration 
is an altogether new institution, or whether it is the be- 
ginning of the development of a substantially new insti- 
tution on the foundations of an existing hospital. Be- 
cause of this, the most careful consideration of the possi- 
bilities of future development is quite as important as is 
the study of the present needs and the method of meeting 
them. 

To the end that the best results may be assured, a 
careful and thorough community survey is essential. This 
survey should include a comprehensive study of the char- 
acter of the community, the extent of hospital service re- 
quired, and the amount of hospital service already avail- 
able. It should also be ascertained whether general serv- 
ice or service of a special character is most needed. 
Should the new institution be designed for the treatment 
of some special disease, the survey may be extended to 
include a much larger geographical area. Whether the 
service to be rendered is in the nature of free service, 
whether it is to be for paying patients, or a combination 
of both must be considered; and the matter of an out- 
patients’ department, or dispensary, must also be given 
attention. 

The past records of the hospital, if the proposed build- 
ing or buildings be an addition to an existing hospital, will 
be a valuable guide in reaching conclusions in regard to 
these points. 

The property available for present enlargement and 
future growth should also be studied with the greatest 
care. Especially is a view to the far-distant future es- 
sential. 

Unless funds sufficient for the construction of the pro- 
posed buildings and for the future support of the institu- 
tion, are already assured, this problem should be care- 
fully worked out. The construction of buildings for 
which there is no available means of support may 
disastrously handicap the hospital at its inception and for 
many years to come. 

The process of ascertaining the probable revenue and 
the operating costs is a simple one, but both the revenue 
and the operating cost must be borne in mind throughout 


*Read at the Twenty-First Annual Convention of the American 
Hospital Association, Cincinnati, September 8-12, 1919 
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the period of deliberations. Otherwise, the sorely tried 
contributing public will be called upon at a later date 
for money to make good the mistakes of the building 
committee. 

To carry on this survey properly, a committee of the 
board of trustees should be carefully organized, which 
may well constitute the building committee. The members 
should include the hospital superintendent, the super- 
visor of nurses, the dietitian, the chairman of the medical 
board, the consultant, the architect, and the consulting 
engineer and builder, organized in accordance with the 
method which I have heretofore advocated.? 

It is not to be expected that the architect can supply 
the committee with plans, or even indicate the needs of 
the institution. The committee should confer with him 
in regard to the building needs, giving him the result of 
its conclusions based upon the study of the hospital needs 
of the community over a period of years. This study 
should include the many possible changes in the future 
of the community. 

Caution should be exercised in analyzing the recom- 
mendations of any one individual. Instead, greater re- 
gard should be paid to general principles. A wide 
divergence of views as to the arrangements and equip- 
ment of any hospital will be found among different 
authorities. With the building committee rests the final 
responsibility. The hospital must be so constructed and 
equipped that it will adequately meet all demands and 
prove efficient under all conditions. 

The natural law of supply and demand applies to the 
work, development, and conduct of the hospital, just as 
it applies to all fields of mercantile and industrial effort, 
hence maximum care and foresight should be used in 
planning hospitals and in the selection of their equipment 
so that they will be capable of future development along 
fundamental lines provided for in the original survey. 

A determination of the requirements to be met in the 
proposed building or buildings, and of the amount of 
funds which may be raised, are associated problems which 
cannot be separated. Only as much building should be 
undertaken as can be well done with the funds available. 
On the other hand, sufficient funds should be provided 
to do as much building as is really needed. Cheaply 
constructed buildings inevitably involve high cost of 
operation and maintenance. Therefore, first and foremost 
the needs of the institution present and future, should 
be most carefully determined, and plans should be 
sufficiently developed that all cost of the building or 
buildings, present and future, may be at least approxi- 
mated. It must be ascertained, also whether sufficient 
funds can be procured for the building or buildings pro- 
posed. A part of this problem is that of the extent of 
future buildings needed, and the probability of sufficient 
funds being found available. 

While tentative plans for the entire building or group 
of buildings should be outlined to determine the probable 
ultimate cost of construction, operation and maintenance, 
only the plans for the immediate building need be pre- 
pared in complete form; but the tentative sketch plan 
of the ultimate development is essential in order that the 
relation of the present buildings to those that will be 
built in the future may be properly worked out, and in 
order that the present and future financial problems may 
be grasped. 

Whether it is possible to provide for future growth and 


development in the plans and construction of the initial 


1. “The Building of the Hospital Organization and Methods.” 
Presented before the Hospital Alliance, City of New York, Decem- 


ber 1, 1914. 
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building without materially sacrificing present efficiency 
or future costs is a question that has arisen. Not only 
can this be done but if the proper degree of foresight 
and judgment is used, it can be done so as to secure a 
minimum per capita cost of maintenance. 

The real problem then, resolves itself into how to plan 
the construction of the first unit or units so that while 
efficiently serving immediate needs alterations may be 
made to meet future needs at a minimum cost for 
changes. The building must be at all times a complete 
hospital in all its details, but this must be effected with- 
out handicapping present service or mortgaging future 
moneys. A proper proportion of patients and service 
spaces per unit must at all times be maintained and 
neither must be sacrificed. 

The nearness or remoteness of future extensions will 
largely influence the decision of the committee many 
times and will, in some cases, determine whether future 
expense or present efficiency shall be sacrificed. 

Rooms designed for certain future purposes may well 
be temporarily used for other present needs. A certain 
degree of present inconvenience or a later serious expense 
may be involved in decisions made at this time, hence the 
need of careful study and decisions cautiously reached. 
The tendency to handicap present service by rooms of 
inadequate size must be avoided. Especially should needs 
involving built-in equipment, which may be required in 
the future, be carefully studied, and all necessary pro- 
visions made in the heating, plumbing and electrical in- 
stallations for the later installation of built-in equipment. 
Most of the piping involved in these installations is con- 
cealed and any changes are expensive. 

The relation of present to future construction, in-so- 
far as it affects floors, exterior walls, supporting parti- 
tions, corridor walls, ete., should be studied with such 
care that these walls will be permanent. Minor parti- 
tions may be constructed of plaster or terra cotta blocks 
in such a way as to involve little cost in their removal! or 
re-location. The greater the extent to which, by careful 
foresight, such alterations may be eliminated, the better. 

Where a new building constitutes the first part of a 
greater building or the first of a group of buildings, the 
initial construction must include all the elements of a 
complete hospital. This constitutes a problem of one 
nature. Quite a different problem is presented where 
the proposed building constitutes an extension of an ex- 
isting building or the beginning of a reconstruction of 
the entire institution. In such a case it consists in 
correlating the new construction to the existing building 
and equipment in a harmonious manner so as to con- 
tinuously supplement both. 

In every case the building, or buildings, must include 
every necessary element of a complete hospital—adminis- 
trative department, patients’ and service space, and 
equipment. Some of these departments will, with later 
additions to the institution, be segregated, and provision 
should be made for doing this in such a manner as to 
involve the least disarrangement of present construction. 
In the arrangement of rooms for future uses so that 
they may be temporarily used for other present purposes, 
future patients’ rooms may be used for nurses’ and 
doctors’ rooms, and even for the help; present operating 
rooms may be used for future delivery rooms; future 
locker or storage rooms may be used for heating, other 
service equipment, etc. Certain departments may be 
utilized later for laboratories, research, diagnostic, pre- 
ventive medicine, social service, or other special depart- 
ments which the development of the locality may render 
necessary. The great strides which medicine and surgery 
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are now making will, from time to time, necessitate many 
additional departments. 

Serious consideration should be given to the advisability 
of establishing a country institution for the care of the 
less acute cases, convalescents, and cases of a special 
type. This may have a distinct bearing upon the present 
and future of the proposed hospital. 

The membership of this Association include 
many men, and women too, as Hospital Administrators 
who have literary talent, this being exemplified in the 
hospital literature of today. It is unfortunate that many 
able hospital administrators who have a fund of valuable 
knowledge and data cannot, or are reluctant, to afford 
the time to make public record of this information. Such 
knowledge and data would be of untold value to those 
engaged in the planning and administering of hospitals, 
especially where such information offers guidance for 
the future. 

The standardization of departmental equipment and 
administration has undoubtedly advanced more rapidly 
than has the standardization of the hospital as a whole. 
The development of the whole, especially as it relates to 
future growth, is of greater importance than the ex- 
cessive development of individual departments, except in 
the case of specialization. 

Much valuable information of a definite character will 
undoubtedly be evolved as a result of the study now being 
sarried on by the College of Surgeons, which, be it hoped, 
may be placed before the hospitals in the form of con- 
crete data and recommendations. 

My predictions of the war period, especially the one 
made at the last meeting of this association, that build- 
ing costs would advance upon the conclusion of the war 
are being verified by the prices of today. Such temporary 
and limited recessions as occurred are now offset by cur- 
rent increases, with no hope of lower costs for years to 
come. Rather now we look forward to somewhat in- 
creased costs of material and labor with a degree of as- 
surance that leaves no doubt as to the wisdom of build- 
ing at the present time. Mr. Crow, architect, and Mr. 
Kimball, consulting engineer, presenting papers at this 
session, can but accord with this statement. The matter 
of cost may not, therefore, be urged as a reason for 
postponing the erection of needed hospital buildings. 

Many complexities frequently arise over endowments, 
memorials, and memorial hospitals. When a memorial 
institution is under consideration, its future development 
should be definitely studied from every view point in 
order that the present and future shall not be handi- 
capped as a result of the provisions upon which the 
memorial is founded, or through a misapplication of the 
provisions of the donor. 

Mr. Lewis, an architect, has very ably stated recently 
that the conclusion of the war presents the thought of 
many possible memorial hospitals. With this statement of 
fact, we perhaps all agree. The plan for a Roosevelt 
Memorial is very excellent, but would it not make a more 
glorious and appropriate memorial, as well as one more 
helpful to mankind, if this memorial were in the form 
of a national hospital, known as “The Theodore Roose- 
velt Hospital,” to be built in Washington and to have its 
present as well as its future properly provided for? I 
believe that if Mr. Roosevelt could have expressed his 
wish, it would have been for an active memorial. 

The hospital can in its important aspects embody all 
the architectural beauty and artistic design of a monu- 
ment in its expression and symbolize Mr. Roosevelt, the 
great, fearless, patriotic American citizen, as well as our 
endeared statesman. 


should 





410 


DR. A. R. WARNER BECOMES EXECUTIVE SECRE- 
TARY OF HOSPITAL ASSOCIATION 


Trustees Assemble at New York and Decide Important 
Matters—Headquarters Will Be in Chicago— 
Institutional Membership to Be 
Fixed Policy 
All nine members of the Board of Trustees of the 
American Hospital Association for the year of 1919-20 
attended the first meeting of the Board at the Manhattan 
Hotel, New York, on October 6, 1919. This was a splen- 
did showing and augurs well for a year of genuine in- 
terest and active work. The meeting was presided over 
by Dr. Joseph B. Howland, the newly elected president, 
who recently became superintendent of the Peter Bent 
Brigham Hospital, Boston. Mr. Howell Wright, who re- 
linquishes his position as executive secretary of the Asso- 
ciation on November 1 acted as secretary. The other 
members present were Mr. Asa S. Bacon, superintendent, 
Presbyterian Hospital, Chicago; Dr. Louis R. Baldwin, 
superintendent, University Hospital, Minneapolis, Minn.; 
Richard P. Borden, Union Hospital, Fall River, Mass.; 
Dr. Louis H. Burlingham, superintendent, Barnes Hos- 
pital, and administrator St. Louis Children’s Hospital, St. 
Louis, Mo.; Miss Mary L. Keith, superintendent, Roches- 
ter General Hospital, Rochester, N. Y.; the Rev. Maurice 
F. Griffin, St. Elizabeth Hospital, Youngstown, Ohio; Dr. 
Robert J. Wilson, superintendent, Health Department 
Hospitals, New York City, and Dr. Andrew R. Warner, 

superintendent, Lakeside Hospital, Cleveland, Ohio. 

Ways and means of broadening the work of the Asso- 
ciation were thoroughly discussed, for it was felt that the 
Association was now face to face with a big opportunity 
for doing some greatly needed constructive work. 

The important question of the location of the Associa- 
tion’s headquarters was re-opened. The advantages and 
disadvantages of the principal cities of the country were 
carefully considered and Chicago was finally decided upon 
as the best place in which to locate the home office be- 
cause of its geographical position and its great medical 
and hospital interests. The Cleveland office will be con- 
tinued for a short time, but the Washington office will be 
closed at once. 

Another question, which was brought up, was the ex- 
ecutive secretaryship of the Association. After prolonged 
discussion, Dr. Andrew R. Warner was appointed to the 
position. He will assume his duties on November 1, 1919. 

It was decided that the exact date of the 1920 meeting, 
to be held at Montreal, Quebec, would be determined only 
in conference with the Montreal local committee, but pref- 
erence was expressed for the week of October 4 to 10. 

The Trustees felt that it was a desirable custom to 
have the annual meeting of the American Dietetic Asso- 
ciation at the same time and place that the annual con- 
vention of the American Hospital Association occurs. The 
secretary, therefore, was authorized to extend an invita- 
tion to the American Dietetic Association to meet at the 
same time and place that the American Hospital Asso- 
ciation meets. The secretary was also authorized to ex- 
tend a similar invitation to the National Society for the 
Promotion of Occupational Therapy. 

Mr. Michael M. Davis, Jr., Director of the Boston Dis- 
pensary, was appointed consulting chief of the Service 
Bureau on Dispensaries and Community Relations. The 
experience and prominence of Mr. Davis in both fields 
covered by this bureau are well known and members of 
the Association who have occasion to consult with this 
Bureau will receive valuable service. All correspondence 
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with the Bureau is to be carried on through the execu- 
tive secretary of the Association, who will on occasion 
refer problems to Mr. Davis for information. These con- 
sultations are without expense to the institutional mem- 
bers of the Association. If, however, it is mutually 
agreed that it is desirable for Mr. Davis to visit the com- 
munity, any expense which he incurs in so doing will be 
paid by the dispensary or hospital he is serving. 

The value of a Service Bureau on Architectural Plans 
and Buildings was considered, particularly in relation to 
its value to small hospitals. It seemed desirable that the 
smaller hospitals, which ordinarily employed a local archi- 
tect, who often has had little or no experience in hospital 
planning, should have access to a bureau of this kind. 
Various plans for the organization of such a bureau were 
discussed but no decision was reached. The matter was 
left in the hands of Mr. Richard P. Borden and Dr. Robert 
J. Wilson, who will give this matter further consideration 
and report at the next meeting of the Board of Trustees. 

It is now assured that the institutional membership of 
the Association will become the primary membership, as 
originally planned. It is desirable, however, that hospital 
workers as individuals have direct contact with the 
American Hospital Association and that hospital work- 
ers be organized as other vocations are organized. It is 
equally desirable that the state associations develop and 
become stronger. For these reasons the Trustees are 
giving consideration to the development of a plan of 
organization similar to that now used by various medical 
nursing associations. The essence of such a plan is that 
personal members join the American Hospital Association 
through the state association, thereby becoming members 
of both and adding to the strength of both. The presi- 
dent appointed a committee, consisting of Dr. A. R. 
Warner, chairman, the Rev. M. F. Griffin, and Mr. Asa 
S. Bacon, to give further consideration to the details of 
such a plan and to present their conclusions at the next 
meeting of the Trustees. 

The meeting was marked by a strong desire to see the 
Association do a great deal of constructive work and 
there is every reason to believe that this is the first of 
a series of meetings of the Board of Trustees that will 
result in the Association taking a most helpful leadership 
in a growing and increasingly complex field. 


Honor the Dead by Helping the Living 


In a suburban town a few years ago a wedding of much 
interest took place. A girl of wealth and social position, 
beautiful in spirit and lovely in face and form, was mar- 
ried to a young man of fine character and high ideals. 
For one happy year they lived together in New York. 
Then again the father’s home in the suburbs was filled 
with flowers, and his only daughter and her baby lay 
sleeping among them. 

The question of a memorial came up. In life she had 
a sweet way of going among those who were sick or sad 
and bringing to them cheer and comfort. An _ idea 
dawned upon the young husband’s mind, it grew and ex- 
panded. 

As she had loved to help the sick and the feeble why 
not give to the little town in which she spent her girlhood 
someone who would do it in her place? The result was 


a public health nurse for that community, and in what 
more fitting way could the spirit of the young mother 
be perpetuated? 

Our land is filled just now with those who are mourn- 
ing the loss of a son, husband or brother. Perhaps there 
are many bereaved parents who are seeking a fitting 
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memorial. Surely as a remembrance for one who laid 
down his life so that others might live, the public health 
nurse is a beautiful memorial. Just at present the Red 
Cross is seeking to install a public health nurse in every 
community. 


THE SEGREGATION OF POWER PLANT COSTS 





Complete Records of Departmental Operations Valuable 
in Promoting Efficiency and Economy—Apportion- 
ment of Expenses Complex Problem 
By D. D. KIMBALL, New York State Committee on Ventilation, and 
HENRY M. POLLOCK, M.D., Superintendent, Massachu- 
setts Homeopathic Hospital, Boston. 

The cost of installing the complete mechanical equip- 
ment of a hospital may equal 25 to 30 per cent of the 
total cost of its construction, and the cost of maintaining 
and operating this equipment may be in similar propor- 
tion to the cost of administering and operating the hos- 
pital. It appears of the greatest importance, therefore, 
that complete records of plant operations be kept. They 
may be made especially valuable in promoting efficiency 

and economy. 


SERVICES SUPPLIED BY THE POWER PLANT 


The importance of the power plant department, and 
the variety of services it provides, are not fully realized 
even by those most interested. A survey of these services 
may well serve as the basis of our consideration of this 
problem. 

The following are common to all hospitals: 

Live steam is used in the power plant, at 
pressure; the kitchen, at fifteen pounds to forty pounds 
pressure; the laundry, at eighty pounds to ninety pounds 
pressure; the sterilizers, at sixty pounds pressure; the 
drying equipment; for warming food, dishes, blankets, 
clothing; and certain radiation—as in operating rooms, 
requiring steam when heating system is not in service. 

Low pressure steam is used for warming the build- 
ing (or buildings) and for heating water. 

Electric service is used for lighting, power service, 
x-ray equipment, nurses’ signal system, annunciators, 
telephones, fire alarm system, clock system, watchman’s 
clock system, bells, and batteries. 

Water is used for the cold water system, hot water 
system, sterilized water, boiler supply, refrigerating plant, 
fire protection—hose and sprinklers, lawn sprinkling. 

Refrigeration is used for cold storage, ice, and cooled 
drinking water. 

Elevators include those for passengers, freight, dumb- 
waiters, and ash hoists. 

Repairs cover the heating plant, the live steam equip- 
ment, the plumbing system, the electric equipment, the 
elevators, the refrigerating system, and the building. 

Garbage disposal may best be treated as a part of the 
heating plant, being a small item. 

Janitor service should preferably be placed under the 
care of the house-keeper. 


boiler 





ITEMS OF COST 


The items making up the cost of operating the power 
plant department are, fuel, labor, water, electricity, re- 
pairs, and supplies. 

The exact division, or assignment, of these costs is a 
most complex problem, especially if it be desired to ap- 
portion the cost to all of the different services rendered, 
and among the different departments or buildings (where 
there are several buildings). Nevertheless, it is believed 
that such a method of power plant accounting is possible. 

New institutions of magnitude should be so equipped 
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with scales and meters as to make exact departmental 
determinations of cost possible. In smaller and older hos- 
pitals a certain amount of approximation is necessary. 
Even so, it is believed that the effort is well worth while. 
Indeed, in many cases the administration of the hospital’s 
finances makes this necessary. 

The form will be the same in both exact and approxi- 
mate accounting, only the methods of determination will 
vary. A basic plan of accounting will, therefore, first be 
outlined. 

MAJOR ACCOUNTS 


As a basis for accounting a “power department” ledger 
should be used for the purpose of determining the detailed 
and gross cost of the power plant operation. This ledger 
should first provide for certain major accounts in which 
items of operating cost should be charged. These should 
include (1) fuel, (2) water, (3) electricity, (4) labor, (5) 
repairs, and (6) supplies. 

All bills for fuel, water, repairs, and supplies should be 
charged directly to the corresponding “major accounts,” 
and the amount of the power department payrolls should 
be charged to the “labor” account. 

If the electric current is purchased, the cost there-of 
appears directly. Otherwise, into the “electricity” ac- 
count will be entered a certain portion of the “fuel,” 
“labor,” “water,” “repairs,” and “supplies” accounts, by 
means of a series of transfers. This is accomplished by 
charging against the “electricity” account a proper pro- 
portion of each of these other “major accounts,” de- 
termined as explained below, while crediting such accounts 
with the amounts so charged to “electricity.” 


“ 


SERVICE ACCOUNTS 

These “major accounts” are then to be sub-divided or 
charged into various “service accounts” in such a manner 
that the cost of each service rendered is determined. 

Certain services are associated and the cost of others 
is so small that a considerable degree of grouping is per- 
missible in order to avoid an unnecessary multiplicity of 
accounts. In small institutions this grouping may be car 
ried farther than in large plants. Two lists of so-called 
“service accounts” are therefore suggested, as follows: 


Complete List Modified List 


(a) Heating. (a) Heating. 

(b) Drying. (b) Cold Water. 
(c) Sterilizing. (c) Hot Water. 
(d) Cold water. (d) Kitchen. 

(f) Kitchen. (e) Laundry. 

(g) Laundry. (f) Lighting. 

(h) Lighting. (zg) Power. 

(i) Power. (h) Refrigeration. 
(j) X-ray. (i) Repairs. 

(k) Secondary (electric) 


systems. 
(1) Refrigeration. 
(m) Elevators. 
(n) Repairs. 


In the modified list “drying” and “sterilizing” are in- 
cluded in “heating”; and “x-ray,” “secondary electric 
systems” and “elevators” are included in “power.” “Cold 
water” and “hot water” may also be combined, but the 
separation of these is desirable because of the additional 
expense involved in heating the “hot water.” Electricity 
used in heating pads, toasters, baths, vacuum cleaners, 
disc fans, etc., is included in “power.” Electricity used 
for driving ventilating fans should be charged to “heat- 
ing,” the term “heating” being intended to include venti- 
lation. 





412 


PROBLEM OF APPORTIONMENT 


With our scheme evolved, we are far from providing 
the means of its application. It is, indeed, an involved 
problem. 

There is this serious objection to any plan of approxi- 
mation. No real check of efficiency is obtained, and no 
premium is offered for the economical operation of any 
department, wastes of one or more departments being 
averaged over all departments. Hence the value of an 
exact method of accounting. 

Let us briefly scan some of the difficulties encountered 
in undertaking the exact accounting: For instance, the 
fuel is used all at one point (under the boilers). The 
steam thus made is used in heating the building; in 
heating water for various uses and departments—as live 
steam for the laundry, kitchen, sterilizers, and drying; 
for making electricity for light, power, x-ray, secondary 
systems, and elevators; and for operating the refrigerating 
plant. In the case of a hospital having its own electric power 
plant the greater proportion of the steam is used twice— 
PLANT SERVICES. 
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NOTES ON CHART 


In case of insufficiency of exhaust steam for the heating of feea 
water, a supplementary supply of live steam is furnished through the 
connection between the live steam and exhaust steam connections to 
the heating system. 

The live steam service to the right of the chart is intended to 
provide steam for sterilizers, blanket warmers, bed pan warmers, 
steam tables in diet kitchens, ete., and for auxiliary heating in 
Operating Rooms, Recovery Rooms, Maternity Department and Nursery. 

Pumps include boiler feed pumps, vacuum heating pumps, domestic 
cold water supply pumps, hot water circulating pumps, elevator 
pumps, air compressors, vacuum pumps, etc., the steam used in these 
pumps being estimated and charged to proper departments. 

The electric power feeder marked “to other power equipment” is 
intended to include that required for vacuum sweepers and other 
auxiliary electric equipment. 

If the refrigerating machine is operated by electric motor a 
separate feeder line with meter should be provided therefor. 

Cold water required for sterilizers, stills, vacuum sweepers, etce., will 
be supplied from the general service cold water line. The water leav- 
ing the refrigerating machine, i. e., that used for condensing and 
jacket cooling, may be used in the hot water supply system, as 
“make-up” water for the boilers, or in the general cold water supply. 

If a steam driven stationary vacuum sweeping plant is installed 


its steam consumption must be determined as in the case of pumps. 
If operated by electric motor, its electric current consumption may be 
metered. 
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first as live steam in the engines, and then in the form 
of exhaust steam for heating the buildings, and heating 
water. This second use of the steam, mixed automatically 
with other live steam further compounds confusion. 

Parenthetically, it may be stated that the value of this 
exhaust steam upon leaving the engine is not in the least 
diminished as a heating medium, although all engineers do 
not appreciate this fact. Therefore, there is no practical 
reason why any charge for fuel should be made against 
the production of electricity for lighting, power, x-ray, 
secondary electric systems, and elevators during that 
period of the year in which all of the exhaust steam may 
be so used. This will generally be found to cover the 
period from October 15 to April 15. During the balance 
of the year a certain amount of fuel must be charged to 
electric current production, bearing in mind that even 
then much of the exhaust steam may be used for heating 
water and, in some cases, for warming and drying. 

In the same manner as in the case of fuel, labor enters 
into the cost of heating, water (hot), electricity, and re- 
pairs. 

Chart I 
various power plant services. 
the boilers and steam is there produced. It is thence 
distributed to the various services, as indicated. Capital 
letters (in parentheses) in this text refer to the same 
letters on the chart. 


is intended to show the interrelation of the 
Fuel and water are fed to 


METHOD OF EXACT APPORTIONMENT 


First, let us not use the term “exact” too literally, for 
certain assumptions are inevitable, but the extent of such 
assumptions may be limited so that a reasonable degree 
of accuracy may be obtained. 

The real problem lies in the means of obtaining the 
necessary data to make possible the apportioning of the 
“major accounts” into the “service accounts.” Let us 
take the “major accounts” in the order listed above. 

Fuel—For apportioning the fuel cost the following 
basic information must be secured: (a) Total amount of 
fuel burned. This may be determined by re-weighing the 
coal as burned on the boiler room coal scales (A); (b) 
Total pounds of steam evaporated by the boilers. This is 
to be determined by means of a boiler feed water measuring 
device (B), or by the use of steam meters; (c) The dis-, 
tribution of steam. This is to be determined by the use of 
steam meters (C), and condensation meters (D), which 
should be so installed as to record the amount of steam 
supplied to the heating system, hot water tanks, laundry, 
kitchen and sterilizing system, the steam used in the 
refrigerating and electric plants being determined as later 
explained. 

The total of the readings of the steam service and con- 
densation will be less than the total of steam produced in 
the boilers by the amount used in the electric plant (little 
or none in the winter and more in the non-heating months). 

A word as to the use of meters, especially the steam 
and condensation meters. We all recall the days when 
water and electricity were sold at, so-called, “flat rates.” 
Today such a thing is almost unknown. Every building 
has its water and electric meters, and, customarily, 
every apartment in apartment houses has its own electric 
meter. The cost of water meters and electric meters is 
so small that no excuse can be offered for their non-use in 
hospitals. 

Steam, as furnished by district heating and power 
plants, has here-to-fore been sold at “flat rates.” Now 
condensation meters are used, and the steam meter is 
becoming more and more in evidence. The latter has 
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now been developed to a point of reasonable accuracy 
under extreme variations in loads and other conditions, 
and its cost is not, generally speaking, prohibitive. Only 
in a small hospital, may it be so regarded. It is largely 
because of a general lack of appreciation of the desirabil- 
ity of accurate accounting, and of the tremendous possi- 
bilities of effecting economies resulting there-from, that 
the use of water, electric, and steam meters has been so 
seriously neglected. Also, the frequent “paring down” 
of the cost of the mechanical equipment, regardless of 
its effect on economy of operation, has been largely re- 
sponsible for the omission of these meters. 

The fuel burned under the boilers is used to produce 
steam, and the cost of this fuel is to be divided among the 
various “service accounts” in the proportions in which 
the steam is distributed to the various services, as in- 
dicated by the steam and condensation meter readings. 

Water—In relatively few instances is water now 
furnished free to hospitals. A water meter is usually 
applied to the service main, and the gross cost of water is 
a known amount. The distribution of the water cost 
may be determined by the use of local service water 
meters. 

Water meters should be applied to the boiler “make-up” 
supply (N), to the cold water connection to the hot water 
heating tanks (F), to the kitchen mains (hot and 
cold water), (G and H), laundry (hot and cold water) 
(I and J), to the water supply line to the refrigerat- 
ing plant (K), and to the general supply mains for cold 
and hot water (L and M). 

The cost of new water (“make-up”) supplied to the 
boilers (as determined by a water meter N), and also 
the cost of repairs and supplies for the boiler plant and 
its auxiliaries, must be divided and charged into the 
“service accounts” of heating, hot water, kitchen, laundry, 
electricity and refrigeration in the same proportions as 
the fuel is charged, these being an element in the cost 
of producing steam prior to its destribution. The cost 
of steam used in heating boiler feed water is to be 
similarly divided. 

In the case of the hot water it appears necessary to 
have one general account for hot water, embracing a 
charge for fuel (in proportion to the steam used in 
heating the water), labor, water, repairs, and supplies, 
because all of the hot water is usually heated at one 
point. This account may then be sub-divided into the 
separate “general supply,” “laundry,” and “kitchen” ac- 
counts as indicated by hot water meters (H, J, and M), 
installed on the mains supplying each department. 

Electricity—Where electricity is purchased its total 
cost is directly known. Where produced by means of an 
isolated plant the cost of electricity is made up of fuel, 
water, labor, repairs, and supplies. The fuel and water 
costs incidental to the production of electricity will be in 
proportion to the steam used in the generating plant. 
With the total amount of steam produced known (by 
means of the feed water measuring device B) and the 
steam used in all other services determined, as explained, 
the remainder of the steam is chargeable to the generat- 
ing plant. Repairs and supplies as applied to the electric 
plant are readily segregated. 

It is suggested that the portion of the total labor cost 
to be charged against “electricity” should be that repre- 
sented by the cost of the excess labor required for the 
operation of the electric plant over and beyond the cost 
of labor if no electric plant existed. It is believed that 
this may be determined with reasonable accuracy. The 
cost of such labor will usually be found to be small. 
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The cost of electricity is, therefore, made up of the 
following items: (1) fuel—a proportion of the total cost 
of fuel equal to that proportion of the total amount of 
steam charged to the electric plant; (2) water—the same 
proportion of the cost of new (“make-up”) water sup- 
plied to the boilers; (3) labor—the excess cost of labor 
over that required if no electric plant were operated; 
(4) repairs—those applied directly to the electric gen- 
erating plant, at cost, and a proportion of those applied 
to the boiler plant and its auxiliaries in proportion as 
steam is charged; and, (5) supplies—charged as stated 
for “repairs.” See Item (4) above. 

Because the proper charge of these items against elec- 
tricity is the subject of later determination, it seems best 
that all fuel, water, labor, etc., should first be charged to 
their respective “major accounts,” counter-charges and 
credits being made, when determinations make this pos- 
sible. 

Assuming the total cost of electricity to be thus de- 
termined, and the total kilowatts of electric current pro- 
duced to be known by means of the main switchboard 
meters, the cost of each kilowatt of electricity is readily 
determined by dividing the total cost, expressed in cents, 
by the total kilowatt hours of electric current produced. 
Electric meters should be applied in the electric service 
mains serving each department in which the cost of opera- 
tion is desired. As a rule, all motors, including those 
driving ventilating fans, are on power mains, and the 
current used is metered as a whole. 

The current used for power in the laundry and kitchen 
should be separately metered. So also should that used 
for driving ventilating fans, as this should be charged 
to the heating account. In a new institution the wiring 
system may be so designed as to make this method of 
recording simple, otherwise approximation, as referred 
to below, may become necessary. 

Labor.—Labor cost as chargeable to electricity has al- 
ready been discussed. The labor to be charged to “re- 
pairs” may be made a matter of direct record (see below). 
The remainder of the labor cost should be divided and 
charged to the heating, hot water, kitchen, laundry and 
refrigeration accounts in proportion as the cost of fuel is 
charged to these five services. 

Repairs.—Repairs involve materials and labor. Only a 
definite system of records is essential to proper account- 
ing of the cost of repairs. The use of “Repair Record 
Sheets” as used at the Massachusetts Homeopathic Hos- 
pital will make this a simple matter. The “Repair Record 
Sheet” is reproduced on the page following. 

Supplies.—A similar system applied to the purchase 
and distribution of supplies will assure a proper account- 
ing of the cost of supplies. Where supplies are bought 
in bulk for all departments, the cost should first be 
charged into the “supplies” account, being credited to it 
and then charged to the various service accounts as used. 

If the above method of cost determination appears com- 
plicated, may we suggest that, if such meters as have 
been mentioned are available, the accounting becomes a 
relatively simple problem? Many phases of hospital ac- 
counting are vastly more complex and laborious, and are 
of less moment in that they offer much less opportunity 
for the promotion of efficiency and economy. 


APPROXIMATE METHODS OF APPORTIONMENT 


The above method of apportionment may not be appli- 
cable to the majority of hospitals as we find them for the 
reason that meters are not available, and the piping and 
wiring systems may be such as to make the installation of 
the meters difficult and so expensive as to be prohibitive. 
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Fuel.—To apportion the cost of fuel, the amount burned 
at the boilers must be determined as in the exact method, 
and the pounds of steam made, as well as its distribution, 
must be determined by approximation if no other method 
is possible. The amount of steam made may be approxi- 
mately determined by tests made quarterly or more fre- 
quently in order to determine the average operating 
efficiency of the boiler plant; and by multiplying the 
total number of pounds of coal burned during a given 
period by the number of pounds of water evaporated per 
pound of coal, as shown by the tests. 

Afterwards, tests may be made in which the steam con- 
densed in the heating of the buildings, in the heating of 
water, and that used for sterilizing, etc., is weighed. 
This will serve as a guide to the amount of fuel used. 

To be informative, these tests should be made on all 
services simultaneously, from time to time, and under 
different load and weather conditions. 

The determination of the cost of fuel used for heating 
might be made in proportion to the cubic contents of the 
various buildings or departments; or in accordance with 
the number of patients accommodated; but the nature of 
the use of these different departments is so varied that 
neither of these plans is to be commended. 

Possibly the best method of approximation of the cost 
of fuel for heating is to charge against the heating a 
certain amount of coal per square foot of radiating sur- 
face as installed. Assuming that a building is equipped 
with a steam heating system in a climate where a mini- 
mum outside temperature of zero prevails we would allow 
100 pounds of coal per square foot of radiation as an 
average for the entire heating system, although records 
of hospitals vary from 75 to 140 pounds. For a hot 
water heating system, allow 60 pounds as one square foot 
of direct steam radiation. For other than zero minimum 
temperature correct these figures in proportion as out- 
side and inside temperature differences vary from 70 de- 
grees. 

There are various forms of radiation surfaces and 


REPAIR RECORD SHEET 





Requests for Repairs should be signed by the Depart- 
ment Head or Head Nurse. 

Classify by Departments as indicated below, and send 
to Superintendent for approval before 9 a. m. 

Repairs requested and not made within a reasonable 
time should be again requested, using PINK blank. 





CLASSIFICATION OF REPAIRS 














CARPENTER ENGINEER PAINTER 
Awnings Cold Storage Glass 
Baskets Electrical Floors 
Bedside Tables Apparatus Painting 
Bedsteads Elevators Plastering 
Brick Work Gas Varnishing 
Casters Heating Window Cords 
Curtains Iron Work 
Doors Lights 
Doorchecks Machinery 
Dumbwaiters Metal Work 
Furniture Plumbing 
Locks Refrigerators 
Marble Work Sterilizers 
Roof Work Surgical Repairs 
Screens 
Tile Work 
Upholstery 
Woodwork 





formed. 





Mechanical departments should make no repairs other 
than emergency, except on approved requisitions, and 
should give cost of time and material on all work per- 
Return requisitions promptly to bookkeeper 
upon completion of repairs. 
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these should all be made the equivalent of direct steam 


radiation by the use of the following factors: Direct 
steam radiation, 1.00; direct-indirect, 1.25; indirect 
(gravity), 1.50; fan coils, 6.00. The fuel consumption 
of hot water heating surfaces is to be rated as 60 per 
cent of that of steam services. 

The figures given for fan coils should be reduced in 
proportion as the number of hours of use per day is to 
24, if this surface is not in use continuously. 

This plan of fuel approximation will correspond to the 
general results obtained in hospital heating plant opera- 
tion. Of course some heating plants are more economic- 
ally operated than others. As in the case of any plan 
of approximation the opportunity for promoting individ- 
ual departmental economies in heating is absent. 

Fuel to be charged to water heating may be determined 
by means of the following formula: 

Gallons x 8.33 x (T-t) 





Pounds coal = , in which gallon 
8,000 

equals gallons of water heated; 8.33 equals transfer of 
gallons to pounds of water; T equals final temperature 
hot water—usually 120 to 180 degrees; t equals initial 
temperature cold water, usually 40 to 50 degrees; 8,000 
equals B.T.U. per pound of coal transferred to steam. 
(It may be more or less according to quality of fuel used, 
and the efficiency of boiler plant operation.) This will 
give approximately 11.5 pounds of coal for each 100 gal- 
gons of water heated from 50 to 160 degrees. 

A water meter is desirable to measure water passing 
through the hot water tank, and thermometers (prefer- 
ably of the recording type) should be provided to deter- 
mine the temperatures of the incoming and outgoing 
water. Otherwise, an approximate estimate of the vol- 
ume of water may be made as suggested below in con- 
nection with water distribution—water used per fixture. 

Part of the steam used in the kitchen is condensed in 
the appliances in which it is used and is returned as hot 
water to the boiler plant. The amount of this may be 


REVERSE SIDE OF REPAIR RECORD SHEET 
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determined by weighing. Other steam is used in vege- 
table cookers, etc., which is not so returned and the 
amount (not large) must be estimated. Manufacturers 
of kitchen apparatus can furnish data as to the steam 
consumption of such apparatus, but the variety of kinds 
and sizes makes a statement impracticable in this paper. 
The duration of the period of daily use of this apparatus 
also has a determining effect upon its steam consumption. 

With the quantity of steam used in the kitchen deter- 
mined, the coal to be charged to the kitchen is arrived 
at by dividing the pounds of steam by a figure corre- 
sponding to the pounds of steam evaporated per pound 
of coal fired to the boilers, assumed, or determined by 
the tests above suggested. 

In the laundry the most of the steam is condensed and 
returned to the boilers; but some steam may be used 
directly in heating water in washers, tubs, etc., and the 
amount so used must be estimated. Manufacturers of 
laundry machinery can furnish data as to the steam con- 
sumption of their apparatus, which varies with the type, 
size, and hours of use. Pounds of steam may be con- 
verted to pounds of coal as suggested above for the 
kitchen. 

Steam, and thus fuel, used in the refrigerating plant 
can be calculated by engineers familiar with refrigerat- 
ing machinery operation, or from the manufacturers of 
such machinery. 

When steam pumps are in use, a further problem is in- 
volved. The figure quoted above as to the coal consump- 
tion in the heating system includes any steam used in 
operating condensation return pumps and heating sys- 
tem vacuum pumps. The steam used in other pumps may 
be calculated with reasonable accuracy. It should be 
borne in mind that the exhaust steam from the con- 
densation return pumps and the heating system vacuum 
pumps will always be used in the heating of the build- 
ings and in heating water, and the exhaust steam from 
other pumps may be largely so used. 

Under average conditions, eight pounds of coal are 
required to produce one kilowatt of electric current. Dur- 
ing the summer months, when the exhaust steam is but 
little used (for heating water only), coal may be charged 
to electric current production at this rate: The amount 
should be reduced as the exhaust steam becomes used for 
heating until no fuel is charged when all of the exhaust 
steam is utilized. 

There are some steam losses in transmission and in 
leakage. An addition to the fuel to be charged to each 
service should therefore be made to cover this loss. Five 
per cent should be a generous allowance for this purpose. 

After one has determined the fuel to be charged to 
heating, to heating water, to the kitchen, laundry, re- 
frigeration, and pumps, the remaining steam, manifestly, 
is chargeable to electric current production if an isolated 
plant is used. If no electric generating plant is operated, 
the total amount of fuel should be divided among the 
other services above mentioned. 

Water.—If water meters are not provided, the cold and 
hot. water consumption, and as a result, its cost, may be 
approximately divided in proportion to the number and 
character of fixtures, the rating being as follows: 


Gallons 

Water consumption. per hour’ Rating 
IY IE I 6 3 oc ui: wis i s'oeieincemweneiwneneinen canes 10 1 
ES Maced ached as aah ane mre We emai ina Ass aaa 20 2 
PE: nctdtetchehaddsdindidaciheeadaeecaseiwkeeas 40 4 
Oe co cid id pu denehaded net eeccs kaamaennie 20 2 
| ea Ree a che etna cet gta bet oe 10 1 
PI Oc ks ee eb weehawinaein 40 4 

tnt Piinikehbtcbiagintetankheee aces bbe ads 5 -5 
CY pitied etek bite e acca danaensecteeaueden as 10 1 

I i a a 50-100 5-10 


EE Se CnC aan 10 1 
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These figures may be varied, especially with reference 
to cookers and washers, according to the size of each piece 
of equipment and the frequency and duration of periods 
of use. 

It is generally assumed that 40 per cent of the water 
used in lavatories, baths, and showers is hot water. For 
other apparatus requiring hot water it is assumed that 
70 per cent is the correct proportion. 

Electricity.—If electric meters are not provided on the 
electric mains supplying the various services, the division 
of electric current may be made in proportion to the 
connected load in each department, modified in propor- 
tion to the hours of service in each case. Or, the electric 
current consumption for the different services may be 
readily measured by the use of a portable meter. 

The tests on the different departments might better be 
made simultaneously, but this would involve the use of 
several meters. Otherwise, the measurements should be 
made in such a manner as to determine the “average” 
load in each department. 

“Labor,” “repairs,” and “supplies” should be charged 
into the various service accounts as outlined under the 
heading of “Method of Exact Apportionment.” 

A study of certain hospitals suggests the following an- 
nual transfer of certain of the “major accounts” to the 
“service accounts.” The tests above mentioned may mod- 
ify these slightly. 


A B C Elec- D 
Fuel Water tricity Labor 

he: cedwcwenndeadasees Note a 4 75 (Note b) 
i ee WD ccweuskesenanen ee 30 ee e« 
i Ree OD Siw ascdetacaneses 24 20 - 3 
Gi  Kdhuckddcaneenmaen 30 11 10 6 
BD ancecedeeseenedsas 20 18 30 10 
i, DD atctduteagatewaes 14 7 50 . (Note c) 
POE avecccccesesacoeexs 6 3 20 .. (Note ec) 
h. Refrigeration ....... er 6 7 6 
. DO ctcahaaetsas cause ~— Be ae . (Note d) 

(Note “‘a’). The fuel to be charged to heating is assumed to have 
been charged on the basis of 100 pounds of coal to the square foot 
of direct steam radiation, as above suggested. The percentage figures 
for fuel relate to the balance of coal consumed for other purposes than 
heating. 

(Note “b”’). The greater portion of the labor cost is chargeable to 
heating. inasmuch as it is the principal service rendered by the labor 

(Note “‘c’’). The labor cost charged to electric current production 
is assumed to be determined in the manner suggested. 

(Note ‘“d’’). Repair labor is assumed to have been directly 


charged to the proper service account. 

The remaining labor cost after deducting that charged to electric 
current productions and repairs is to be divided according to the per- 
centages given. 

Through the cooperation of the engineering and ac- 
counting departments of a large number of hospitals, 
this plan may be developed and improved. The admirable 
accounting systems in use in some of our hospitals, such, 
for instance, as that devised by Mr. V. S. Thorne, of 
the Presbyterian Hospital, of New York, is illustrative 
of what may be accomplished. A thoroughly developed 
system would prove helpful to many hospitals and would 
constitute another advance in the hospital field, especially 
in reducing wastes, and in effecting other appreciable 
economies of the utmost importance in this period of high 
costs. 

MONTHLY RECORDS 

In the above, annual records have been discussed. If 
a monthly division of accounts is desired it may be made 
as follows: 

Heating costs incidental to the 
heating season only. Cold water should be 
evenly over the twelve months, except as it is used for 
lawn sprinkling during the summer months. 

Slightly less hot water may be used in the summer 
months, and cooking and laundry work would be less 
expensive during the summer months. 

Lighting is a relatively small factor in summer, but the 
electric power consumption, aside from that used to drive 
ventilating fans (which is charged to the heating account) 


months of the 
distributed 


are 
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varies but little from month to month in the net cost. It 
is obvious that refrigeration is much more expensive dur- 
ing the summer. 

Where meters are provided for exact determinations, 
monthly records are readily possible. Otherwise an ap- 
proximation only is possible. For such cases the follow- 
ing table is offered for the division of the annual costs 
into monthly costs, the figures indicating a per cent of 
the total: 


Hot Light- Refrig- 
Heating Water Kitchen Laundry ing. Power erator 
January ...... 18 10 10 10 16 9 4 
February ..... 16 x 9 9 13 8 4 
MED. acececes 12 9 9 9 10 9 5 
 cadaawwan 9 8 8 8 7 8 6 
Es ace to ath 5 8 8 Ss 4 8 8 
SE atintincgas 3 7 7 7 3 8 11 
a weeueeees 7 7 7 3 s 16 
Rr ae 7 7 7 3 8 15 
September .... 3 7 7 7 5 s ll 
October ....... 7 9 9 9 8 8 9 
November .... 11 10 9 9 13 9 6 
December ..... 16 10 10 10 15 9 5 
SEPARATION OF BUILDING ACCOUNTS 


Where there are a number of buildings, some of them 
possibly administered under separate funds or endow- 
ments, it may become necessary to so divide these “serv- 
ice accounts” that the proper proportion shall be charged 
against each building. The application of steam, elec- 
tric (light and power), and water (cold and hot) meters 
makes such a division a simple matter in-so-far as it re- 
lates to the “service accounts” of (a) heating, (b) cold 
water, (c) hot water, (f) lighting, and (g) power. 


SEPARATING CHARGES BY APPROXIMATION 


The division should be made according to that propor- 
tion which the local meter readings bear to the readings 
of the meters at the point of original production—the 
meter on the boiler feed supply, or the meters on the 
main steam lines in the case of the fuel, the main switch- 
board meters in the case of lighting and power, the water 
meters at the main feed line, and at the hot water tanks 
in the case of the cold and hot water services. 

Lacking the meters, the apportionment of the “service 
accounts” of heating, cold water, hot water, lighting, 
power, and refrigeration may be divided according to the 
methods above suggested for “Approximate Methods of 
Apportionment.” 

The original survey for the purpose of determining 
these divisions of cost may be somewhat laborious, but 
ence made the work of accounting is simple, much less 
involved, in fact, than are other phases of hospital 
accounting. 

PERCENTAGE BASIS IN COST ACCOUNTING 

Especially is this true if the results obtained are re- 
duced to a percentage basis. The Massachusetts Homeo- 
pathic Hospital follows this method, but as certain of 
its buildings are supported in part by individual endow- 
ments it apportions its power plant expense to these 
rather than to departments or items, each building being 
charged separately under various other heads for its 
laundry and for the food furnished its patients, nurses, 
and employees. 

During the month of January (1919) this hospital con- 
sumed 815,000 pounds of coal. Having determined the 
equivalent of direct radiation in each building and assum- 
ing that 67 pounds of coal would be required per square 
foot of radiation for the heating season (an amount con- 
siderably less than average, but apparently justified by 
the results obtained), and that 18.62 per cent of this 
67 pounds would be required for this month as per Table 
5, Table 1 was computed, and the results reduced to a 
percentage basis. 
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TABLE 1. STEAM HEATING 
Pounds of 

Square feet Coal Per cent 
Ee ee eee ee ee 11,600 144,701 33.62 
eee OS eee 00 93,526 21.73 
i athe watered wane eee 81,088 18.84 
TE Cidchen deekhcecanenKnenaeene 56,724 13.04 
EE I id aaa anid apie al 24,920 5.79 
Newton Home ....... 10,760 2.50 
Stoughton Hall ...... 9,942 2.81 
Female Help’s Hall... 9,340 2.17 





ee 430,401 100.00 


During this month 23,840 kilowatt hours of electricity 
were generated. Assuming that eight pounds of coal 
would be required to generate one kilowatt hour of elec- 
tricity, if the exhaust steam were wasted, but that 85 
per cent of the steam would be available for heating 
after having performed its work in the engine, and know- 
ing the consumption of electricity in each building, Table 
2 was prepared. 


TABLE 2. ELECTRICITY 

Pounds of 

Coal at 1.2 

Kilowatt per Kilo- 
hours watt hour Percent 
I a ae a ade aati 11,490 13,788 48.20 
a I i a a ici apn Saal 6,000 7,200 23.17 
LO Che eee 2,750 3,300 11.51 
EE tae. eatin dace aes Oe Ae 1,200 1,440 5.04 
ee Rt ee ee 200 240 -84 
re eT ee ere 700 840 2.94 
OS Oe eee 600 720 2.52 
UR” eee 600 720 2.52 
Se Se ME Ci censadéentteseenenen 300 360 1.26 
EE -Ghente ates dine adnecesseeaeene 23,840 28,608 100.00 


The total amount of coal required to supply live steam 
to the buildings was regarded as the amount remaining, 
and Table 3 was made up from the known consumption 
of each. 


LIVE STEAM 
Pounds of coal Per cent 


TABLE 3. 


SSE ree eee pon ee a a 269,991 75.85 
vs aed esac ok Mee ae eRe kinOee 40,000 11.24 
isd Rei dad eRe OOO RMEEE TAO EE 20,000 05.61 
ee eee aoa e bid nal dk ek ea eae 10,000 02.82 
Sn cock Deeks ekinneeeneebabedanekas 2,000 00.56 
noosa coda ease een a weikeaeewat 4,000 01.12 
I kal in seh Bi ae aca 4,000 01.12 

i be ob cee CONR CHASE RS OC ORAA ODOR OS 4,000 01.12 
ee. cena eenkeancew aaa 2,000 00.56 
355,991 100.00 


MET DUMCEIRKCSEES SARA DORARSE TeNaeeenwENae 

Table 4 is a combination of Tables 1, 2, and 3, and 
these percentages are employed in computing the amount 
of the entire power plant expense to be charged to each 
building, the cost of the labor employed in the power 
house, and of all supplies bearing the same relation to 
each building as the fuel expense. 


TABLE 4. COAL CONSUMED 
Powerand Live 

Heating Lighting Steam Total Percent 

Main Hospital ...... 144,701 13,788 269,991 428,480 52.67 
Robinson Bldg. ..... 93,526 7,200 40,000 140,726 17.26 
Evans Bldg. ........ 81,088 3,300 20,000 104,388 12.80 
DE ncesedeeee 56,124 1,409 10,000 67,564 08.29 
Hotel Newton ...... 24,920 240 2,000 27,160 03.34 
Newton Home ...... 10,760 840 4,000 15,600 01.91 
Stoughton Hall ..... 9,942 720 4,000 14,662 01.80 
Female Help ....... 9,340 720 4,000 14,060 01.74 
Pee EE kccccnsees cee 360 2,000 2,360 00.29 
 casrenancen 430,401 28,608 355,991 815,000 100.00 


For more exact accounting in subsequent months sim- 
ilar tables have been prepared for each, the amount of 
coal required for the heating month per square foot of 
radiation having been determined in accordance with 
Table 5. 

TABLE 5. MONTHLY PERCENTAGE OF SEASON’S HEATING 
DEMAND 


PO OE 18.62 Dn idncueskknamaeeaaeene -00 
OS error eee 17.37 ED cnedinveeegueseedee -00 
RIES SAREE aE ee 14.68 CS en .00 
Di tibcvesidakeenaanered 10.31 DY ssicikadcennskwresina 7.09 
ON aa iia ta a a i lan an acaea 3.29 NN sd a dred eeeila aie 10.76 
ME snnnecnteane sateekwen -00 I (ccniiedone Geaiaekee 17.88 


As the consumption for heating during those months 
in which all the exhaust steam could be profitably em- 
ployed varied but little, three tables, one for the non- 
heating months, one for those in which but part of the 














exhaust steam can be used, and one for the winter 
months, would practically serve as well; or even a single 
table giving the coal consumption for the entire year, as 
Table 6, may be used. 


TABLE 6. YEARLY CONSUMPTION OF COAL IN POUNDS 
Light and Live 

Heat Power Steam Total Percent 
Main Hospital ........ 777,126 507,415 3,144,151 4,428,692 58.97 
Robinson Building .... 502,289 264,973 465,923 1,233,185 16.42 
Evans Building ...... 435,487 121,169 232,547 789,203 10.51 
PT cnpawbicgeces 301,419 53,057 116,896 471,372 6.27 
Hotel Newton ........ 133,835 8,843 23,213 165,891 2.21 
Newton Home ........ 57,787 30,950 46,426 135,163 1.80 
Stoughton Hall ...... 53,396 26,529 46,426 126,351 1.69 
Female Help ....0.0:- 50,161 26,529 46,426 123,116 1.64 
ME. GED acécvecesesn. . xecun 13,264 23,213 36,477 49 
Perens 2,311,500 1,052,729 4,145,221 7,509,450 100.00 


Note.—In this table the amount of coal assigned to the production 
of electric power and light ranges from 1.2 pounds to 8 pounds per 
kilowatt hour. 


VALUE OF ACCOUNTING METHODS 


The value of a systematic accounting of power plant 
operating costs is especially urged because of the possi- 
bilities it offers as a means of promoting economies in 
the various departments of the hospital, especially when 
the exact method of accounting is used. 

It is stating it mildly to say that the intelligent use 
of such a system would effect economies in any and every 
hospital sufficient to pay, yearly, the cost of installing 
all of the necessary meters and the cost of establishing 
and maintaining the accounting system. 

The installation of boiler room scales and boiler feed 
water measuring devices alone has been known to in- 
crease the operating efficiency of a boiler plant from a 
standard of 51 per cent to 71 per cent, representing a 
fuel economy of 40 per. cent. 

Departmental wastes, especially in the laundry and 
kitchen, are proverbial. How else, than by such a sys- 
tem as proposed above, can they be checked? 

A record of the cost per thousand pieces or per hundred 
pounds of laundry work would provide a constant measure 
of efficiency in the operation of the laundry. 

The exact determination of the cost of cooking, per 
meal or per patient, would serve a similar end. 

The collection of further data may serve to modify and 
improve the plan herein proposed. The authors would 
appreciate suggestions and data of help in developing 
and improving the plan offered. 





Hospital Bed Transformed Into Racing Car 


His indomitable sense of humor kept him up. He had 
the worst fracture in the ward. But he knew cars from 
Alfalfa to Omaha, as O. Henry would observe. Gasoline 
was his middle name. When they put a frame over the 
foot of his bed to keep the covers from touching his leg 
the white sheets formed a hood, unmistakably of a long, 
low racing car—white with gold trimmings—“the kind 
ye. drive sittin’ on the back o’ ya neck,” he explained. 
He was challenging De Palma at Indianapolis. Humor- 
ing him, the Red Cross man brought him a klaxon, whose 
stentorian presence caused more than one nurse that 
passed his bed to stop suddenly and, clutching her medi- 
cine bottles, look quickly about her with scared eyes, to 
the huge amusement of the ward. 

“Little girls like you oughtn’t to cross the street all 
by y’r lonely, where nasty automobiles can run over ya!” 
he teased. 

The make-believe chariot varied with his humor. Some- 
times it was a Ford bouncing over tortuous roads, or it 
was a Rolls-Royce, absolutely! 

Ward No. 7 was dull when he went, even if the klaxon 
did bring down anathemas upon his head. 
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AGAIN—THE QUESTION OF FIRE HAZARDS IN 
HOSPITALS* 








Statistics Indicate Alarming Conditions—Necessity of 
Immediate and Effective Remedies—Extinguishers, 
Automatic Sprinklers, and Resistive Con- 
struction Suggested 
By MISS LLOYD MARSHALL, Chairman of the Committee on 
Schools, Hospitals, and Penal Institutions, of the National 
Fire Protection Association, New York City. 

The subject of fire conditions in hospitals and their 
remedies cannot be discussed too seriously or too much, 
since the situation is as grave as it is, and I am very 
glad, therefore, to discuss Mr. Crow’s paper on Fire 
Hazards in Hospital Buildings. 

What little I may add, will probably not be as popular 
as the opinion held by Mr. Crow for I think he has 
greatly underestimated the dangers of existing conditions, 
rather than overestimated them. 

Yesterday I met a very interesting man who upon hear- 
ing that I was interested in the fire conditions in hos- 
pitals, said, “Well, I only hope you are not going to ride 
the hobby which ‘so-and-so’ has ridden for such a long 
time, are you?” 

“What is his hobby?” I asked. 

“He thinks,” he replied, “every hazard will be corrected 
if fire walls are built dividing the floor area.” 

Another man recently asked me: “Are you going to 
cram sprinklers down our throats?” 

And yet another man, who is not only a serious worker 
in the field of hospital service, but one who has given 
much thought and attention to bad and good fire condi- 
tions, said to me: “Our town had a large fire some time 
ago, and everybody got quite excited about having drills. 
A group of worthy citizens came to us requesting us to 
have regular drills, and, because I, too, thought it might 
do some good, I gladly agreed to try it. The effect of 
the gongs, low-toned though they were, and of seeing 
the nurses and other attendents quietly take their places, 
had a most serious effect on many of our patients. Mind 
you, they had been warned three or four times that a 
drill would occur at 1 o’clock, and that it would not mean 
a real fire. And yet in spite of that they were alarmed. 
No, drills are not safe or practical for hospital use.” 

Of course, I cannot omit entirely all mention of fire 
remedies, since, after all, the remedies are what we need 
in order to omit the fires. 

America’s hospital and asylum fire loss in 1917 was 607 
buildings in which fires actually occurred. (The 1918 
figures have not yet been compiled). Do you fully real- 
ize what it means to have 607 fires a year in hospitals 
and asylums? It means that we are averaging eleven 
fires a week throughout the year! And bear in mind, 
these 607 fires are only the reported ones and the fires 
in buildings which were insured. Since every building 
is not insured, and since many hospital authorities do 
not want to have it known that they have had a fire, the 
real total number of fires must go far beyond this figure. 

We have throughout the county, 7,100 buildings, includ- 
ing all kinds, used as hospitals. Figuring the total num- 
ber of yearly fires among the seven thousand buildings, 
again we see that we are having yearly one fire to every 
eleven buildings. This places hospitals in the same class 
as the most dangerous buildings which we have—cotton 
mills, oilcloth plants, and others which house dangerous 
occupations. (Continued on page 418.) 


: *This article is a discussion of Mr. Crow’s paper en “Fire Hazards 
in Hospitals,” which appeared in the October issue of THE Mopern 


HospIrra., p. 265. 
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Just what do these terrible figures really indicate? Are 
many lives actually lost? Are these 607 fires, large hos- 
pital fires? Last year there was a fire in the State Hos- 
pital for the Insane in Oklahoma, in which thirty-seven 
white men and one negro were burned to death! Last 
year in the Grey Nunnery in Montreal, fifty little chil- 
dren were cremated, and countless nuns and many wound- 
ed soldiers, returned from the great war, received hor- 
rible burns in doing heroic work to save as many lives 
as possible. Last February, fire destroyed a large hos- 
pital in Central Missouri—the only one of its kind— 
and the financial loss was $150,000. These are but three 
examples; of course, the entire list is much too long to 
quote, and my time is too limited to cite more cases. 

This shocking condition should be changed as soon as 
possible—which means immediately. Hospital authorities 
should have an investigation of their buildings made by 
a fire prevention expert and should then take immediate 
steps to carry out his recommendations. Of course, I am 
not supposing that nothing has been done and that the 
hospital authorities are not interested in this vital ques- 
tion. It is because I know that they are interested and 
because the subject is so serious, that I am trying to 
bring out a few facts which may not be known generally. 

For what does it mean to have eleven hospital fires 
a week? Even if no lives are lost, even if the financial 
loss is not great, it means that, weekly, we are placing 
a terrific nervous strain on patients, doctors, superin- 
tendents, and nurses! The Census Bureau gives the total 
number of patients in all hospitals in 1910 as a little 
under two million. This is another way of saying that, 


weekly, about two hundred thousand patients—to say 
nothing of doctors, nurses, superintendents, and all others 
working for them—are threatened with danger, shock, 


and exposure! 

Besides this, every building used for such purposes is 
needed, and even a temporary cessation of this most 
humane work on earth is a loss impossible to estimate. 
Do we not owe our country as a whole, as well as our 
individual people, absolute safety while in our mind- 
and-body-strengthening institutions? We lost on the bat- 
tlefields of France during the great war, about fifty 
thousand men. Yet, year after year, America kills fifteen 
thousand men, women, and little children by fires alone. 
In less than three and a half years, we will go beyond 
that war loss, and yet this life loss from fires will go on 
indefinitely if not stemmed by effective remedies. 

You must know from your own experiences many of 
the plainest, the best known hazards, and in Mr. Crow’s 
paper, the subject is most effectively covered. In his 
opinion, many of the buildings now used as hospitals and 
asylums are so poorly built and contain so many hazards 
that they should not be repaired, but should be completely 
torn down and replaced by modern, well equipped build- 
ings. This is my opinion, too, but, unfortunately I know 
there are few boards of managers in such a financial 
position as to be able to make this possible. Funds are 
nearly always limited, and calls upon them are great. 

Yet something should be done. Something must be done 
immediately. How can we retard fire, and so give a 
fairer chance at saving lives? How can we reduce the 
ever recurring eleven fires a week? You have heard al- 
ready that fire escapes are of little good to hospitals. 
Indeed, I have heard an authority state that outside fire 
escapes are the sure evidence of bad conditions within. 
Besides, fire escapes are most impractical for hospital 
use. 

If one fire wall (or possibly two) can be built to divide 
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the floor area, that will save part of the building 
temporarily, perhaps permanently, and will help to save 
human life. If hand extinguishers can be purchased in 
sufficient quantities, and the entire staff instructed in 
their use and care, they, too, will help. Automatic 
sprinklers installed at least in the basements and attics 
of hospitals, where they act as soon as there is a fire, un- 
questionably will save lives and property. I do not agree 
with Mr. Crow as to the danger of having them in the 
wards, since even a deluge of water is certainly prefer- 
able to burning to death; and I am told the sprinkler 
heads open only one at a time as is proved necessary 
according to the extent of the fire. 

Of course, the right and proper condition for every 
hospital is that it should be built entirely of fire-resistive 
material, with sprinklers in the basements and in the 
attics. The word “fire-resistive” is used rather than “fire- 
proof,” since the former is more nearly correct than the 
latter. All boards contemplating a new structure should 
not even consider any other than absolutely fire-resistive 
construction. 

These are but a few suggestions repeating Mr. Crow’s 
own thoughts. Like most limited advice, it is both super- 
ficial and unscientific. Only a Fire Prevention expert 
who has spent years in the study of this one subject is 
able to advise in any adequate kind of way. 

I have prepared for distribution a short leaflet on these 
conditions, and I shall be glad to send it to any who may 
want it. I am Chairman of the Committee on Schools, 
Hospitals, and Penal Institutions of the National Fire 
Protection Association, which is doing everything in its 
power to awaken the country, especially the women, to the 
urgent need of fire protection for our public and private 
institutions. I am in communication with women all over 
the country, and if any hospital executive would like to 
get the backing of the women of his community, if he 
will write to me I shall be glad to do everything possible 
to stir them to cooperation. I may add that the women 
will be especially useful in arousing public sentiment, in 
raising funds for improvements, or for any other service 
which women perform so fearlessly. But obviously, the 
first step should come from the hospital authorities them- 
selves. Let us all unite to make America’s fine institu- 
tions safe for Americans! 





Nurses in State Hospitals Complete Training 


Nurses in the state hospitals in Illinois are now com- 
pleting the training which was interrupted by the war. 
Among the courses is the one in psychiatric nursing at 
the Chicago State Hospital, Dunning. Graduates are 
eligible to appointment to high salaried positions in the 
state hosptials. 

In each of the state hospitals there is being organized 
a two-year course for qualified nurses. This grade is not 
recognized by law and does not lead to registration, but 
it is thought it will be recognized by the next general 
assembly. A six-months training for all students in state 
hospitals has also been inaugurated. 

During this month, in anticipation of a possible re- 
currence of the influenza epidemic, each state charitable 
institution is giving a short course to all employees in 
the proper care of the physically sick patients. Women 
from the adjoining communities are also interested in this 
course, two hundred from the city of Kankakee being 
enrolled at the Kankakee hospital. 

In order to meet the requirement of the new state 
nursing law that applicants for training must have one 
year high school, the state hospital at Jacksonville has 











opened a day school. The pupils pay half the cost, and 
the state pays the other half. The teacher is provided 
by the superintendent of the city high school, who acts 
as supervisor. The hospital furnishes the class room and 
arranges the work so that the young women will have 
time to attend the classes. There are twenty in the first 
class. If the experiment proves successful, the plan will 
be taken up by the other state institutions. 





HOW NATIONAL TUBERCULOSIS ASSOCIATION 
EXPANDS ITS SERVICE 


Rapid Growth Results in Affiliation of Work With Other 
Organizations and Public Establishment of Com- 
prehensive Medical Service Latest Development 
By H. A. PATTISON, M.D., Special Adviser on Tuberculosis, Federal 
Board for Vocational Education, Washington, D. C. 

The National Tuberculosis Association has grown very 
rapidly since the beginning of the war. Its executive 
staff has practically doubled, with a consequent broaden- 
ing of its service to take in affiliated organizations and 
the public. The latest expression of its growth is the 
establishment of a medical service with a supervisor and 
four assistants. 

Among the activities of the service are the following: 

1. A study of the general problems of medical and 
nursing education as they relate to tuberculosis. An effort 
will be made to outline more intensive courses of studies 
in tuberculosis for medical students and secure their 
introduction to medical schools. 

2. The organization of schools of tuberculosis for gen- 
eral practitioners. These will be located as rapidly as 
there appears to be demand for them in various sections 
of the country where physicians may wish to go for a 
vacation period and at the same time get intensive in- 
struction in the early diagnosis and treatment of pul- 
monary tuberculosis. 

3. Several state tuberculosis associations have ap- 
pointed medical field secretaries who travel about their 
respective states holding special clinics, consultation, and 
conferences. The possibilities of such service by physi- 
cians will be studied by the National Association, which 
will act as a clearing house of information. 

4. A study of tuberculosis nursing problems will be 
made and every possible assistance offered in correlating 
the nursing activities of such groups as the National 
Organization for Public Health Nursing, the American 
Red Cross, state and local boards of health, and the 
tuberculosis associations. 

5. There will be established an advisory service in 
connection with the latest phases of sanatorium and post- 
sanatorium care and treatment which have developed to 
such advantage in dealing with tuberculous cases in the 
military and naval service in the United States, Canada, 
and Europe—viz, occupational therapy, vocational train- 
ing, and placement. 

6. Advisory service will also be offered to individuals, 
municipalities, counties, or states that contemplate the 
location, planning, construction, and equipment of sana- 
toria. This latter service is a natural outgrowth of much 
that has already been carried on by the National Tuber- 
culosis Association for some years. In 1911 the associa- 


tion caused to be prepared and issued a handbook on 
“Tuberculosis Hospital and Sanatorium Construction” 
which passed through three editions, the last dated 1914, 
and has proved of great value as a guide to those charged 
with the responsibility of providing sanatorium accomo- 
dations. But the evolution of the sanatorium is very rapid 
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and the “latest” to-day may be nearly obsolete five years 
hence. The association, therefore, will attempt to keep 
abreast of developments throughout the country, and 
without fees offer advice as to the hundred and one prob- 
lems which arise when a sanatorium, large or small, is to 
be built, equipped, and maintained. Such points will be 
considered as the advantages or otherwise of contiguity 
to a town, climate, altitude, nature of site and soil, water 
supply, sewerage disposal, general arrangement and 
grouping of buildings, requirements for administration, 
infirmary, laboratory, dining and kitchen service, heating, 
laundry, and workshops. Help in establishing open-air 
schools and dispensaries will also be offered. 

7. Special educational work in one of the army sana- 
toriums for the tuberculous has already begun. Through 
the courtesy of the Surgeon General, the National Asso- 
ciation is privileged to cooperate with the commanding 
officer at Oteen, N. C., in providing courses of lectures 
for the patients, corpsmen, nurses and reconstruction 
aides. They will be taught the fundamental facts of 
tuberculosis, and this information, it is believed, will 
make the patients better satisfied to remain in the army 
until the maximum improvement is gained, and better 
equipped to care for themselves and protect their fam- 
ilies when discharged. Capt. Benjamin K. Hays has re- 
cently been discharged from the Medical Corps of the 
army and sent to Oteen by the National Association for 
this service. 

Mr. Thomas B. Kidner, for more than three years, sec- 
retary of the Canadian Civil Re-establishment Commission 
and then loaned for a year by his government to the 
Federal Board for Vocational Education, has been en- 
gaged as Institutional Secretary. 

Miss Mary E. Marshall comes to the Association after 
a broad public health nursing experience, as the Nursing 
Service Secretary, with the endorsement of both the Na- 
tional Organization of Public Health Nursing and the 
American Red Cross. 

A Medical Field Secretary is yet to be appointed. Dr. 
H. A. Pattison, for the past two years Medical Field Sec- 
retary of the National Association and for eight months 
following the signing of the armistice loaned to the Fed- 
eral Board for Vocational Education as special adviser on 
tuberculosis, will have supervision of the medical service. 


Combined Maternity Home and Children’s Hostel 


A new development with regard to maternity homes 
has been tried at Plymouth, and has met with so much 
success that an appeal is being made by Lady Beatty, 
Lady Maud Warrender, and Mrs. Mildmay to extend 
the benefits of the home and to enable naval maternity 
homes on similar lines to be erected at Portsmouth and 
Chatham. In addition to receiving the mother into the 
maternity home for her confinement, the younger children, 
whom of necessity the woman is unable to look after 
during the time she is in the home, are accommodated in 
a hostel near. It is estimated that the cost for the en- 
largement of the Plymouth branch will be £50,000, and 
£100,000 will be required to erect each of the institutions 
at the other two ports. The Navy League has promised 
to contribute £10,000 to each of the three ports, provided 
that £40,000 for each port is given by the public. In the 
appeal it is stated that “the Empire can acknowledge its 
debt to its sailors in no better way than by providing 
means whereby their wives can receive the best medical 
attention at the most critical moments of their lives, 
and whereby their children may receive proper care when 
their mothers are unable to give it.”—The Nursing Mirror. 
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OUT OF THE GRANDSTAND INTO THE GAME 


Competition in Recreational Contests Chief Aid in Helping 
Maimed Doughboys Overcome Handicaps— 
Even “Blinks” Need No Longer 
Occupy Bleachers 
By CATHERINE OGLESBY, American Red Cross 

The soldier-convalescent has been adopted by the Red 
Cross. The organization which has been active in stamp- 
ing out typhus, cholera, and other epidemics dangerous 
to nations, has been solicited by the Surgeon-General to 
stop the progress of the epidemic “hospitalization,” which 
is now spreading in military hospitals and which is so 
hazardous to the successful solution of the problem of 
physical and mental reconstruction challenging thousands 
of American youths. 

The question of the convalescent has ever been a puz- 
zling one to commanding officers and members of the 
medical and nursing staffs. Today the problem is greater 
than ever before. Fifty military hospitals are peopled 
with men sane and healthy, save that they have lost an 
arm, a leg, or eyesight. They want to shout, play, and 
throw cigarette stubs on the floor, for beneath their crash 
bathrobes still beats the irresistible, irresponsible, and 
impressionistic heart of the doughboy. At first their 
excess of virile spirits resents succumbing to “hospital- 
ization,” but their quick adaptability soon causes them to 
lapse into its characteristic lassitude, with an apathy 
toward progress and an unambitious view of life and in- 
dustry. 

Recreation is the cure afforded to this disease by the 
Red Cross. Passive entertainments, such as motion pic- 
tures, concerts, and theatricals have been conducted 
through the Red Cross convalescent houses for some time, 
but, about the time of the signing of the armistice, a plan 
for curative forms of recreation was adopted by the Sur- 
geon-General and the Red Cross. The necessity of con- 
tinuing passive entertainment was recognized, but the 
scope of recreational work was expanded. 

A program, nation-wide, was planned by Dr. Elbert K. 
Fretwell, which provided for the introduction and direc- 
tion of curative recreation in the reconstruction hospitals. 
The aim of the work was to initiate the patients into a 
desire for rapid recovery by arousing eagerness to over- 
come their handicap that they might become useful mem- 
bers of the army, navy, or citizen communities, capable of 
earning an independent livelihood; and to promote this end 








Instead of counting the cracks in the ceiling, the patients 


Fig. 1. 
may now watch the movies. 
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by awakening an esprit de corps in the institutions among 
the medical and nursing staff that they might be better 
fitted to perform their duties. The great goal was morale 
and its stimulation through active physical and occupa- 
tional work. 

The Red Cross Bureau of Military Relief placed two 
hundred trained recreational workers in the reconstruc- 
tion hospitals, fifty band and orchestra leaders, fifty song 
leaders, fifty dramatic instructors, and fifty athletic direc- 
tors. “Get out of the grandstand into the game” was 

















The wheel-chair race of the much decorated jockeys. s 


Fig. 2. 


their slogan, and to refusals of the patients, many of 
whom greeted the innovation with characteristic dough- 
boy scepticism, they responded: “You may have lost your 
leg but you did not lose your courage, did you, Buddy? 
You’re not ‘out of luck’ if you are in this. Get in the 
game!” 

Competition was the secret of their success. At a cer- 
tain hospital but forty enlisted for the games the first 
day of enrollment. Within two weeks the number was 
doubled, and at the end of six weeks 440 out of 600 
patients were among the competitors. 

The theory advanced in most modern recreation is to 
induce the component players to strive for a team spirit, 
for the success of the whole instead of for that of the 
individual. Recreation principles in the hospitals are 
directly opposite to these generally accepted theories. It 
is believed by the physical directors that the patients al- 
ready have learned community spirit from the best and 
sternest of teachers, war. Their handicaps are individ- 
ual, and they must, therefore, be eliminated by personal 
effort. 

An especially fine system of competition was introduced 
in the Atlantic Division. Instead of having one game, the 
competition consisted of a series of games extending over 
a period of thirty days. Nineteen forms of recreation 
were included in the competition. The man scoring the 
highest in each of these was given a prize, and the win- 
ner of the highest total was presented with a gold watch. 
The prizes were of value relative to the amount of good 
the patients would obtain from the practice of the game. 

The awarding of such prizes is generally made on a 
field day meet, and these gala occasions are red-letter 
days on the hospital calendar. All recreational pursuits 
may be seen on such days, as well as on holidays. On 
one such occasion at Fort McHenry, a one-armed base- 
ball team won over a two-armed team each of whose 
members had one hand tied behind his back. At Fort 
Dodge a one-armed team played a one-legged team. 
Foot-ball is the favored sport of the one-legged men at 
Colonia, N. J. This is not played according to the popu- 
lar conception of the game among persons who have a 
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complete assortment of arms and legs, however. Instead, 
a tennis net is stretched and over this the players try 
to kick the ball. Each time it goes over the net one point 
is scored, and twenty-one points constitute a game. 

The amputation walk executed by one-legged men, is 
a popular game. This consists of walking a V-shaped 
track, picking up obstacles, stepping over articles. There 
is also the crutch race, and the wheel-chair race. The 
one-armed men are taken care of in dressing contests. 
In a recent contest of this sort one boy took off and 














Fig. 3. Even the nurses,and aides have their tugs of war. 
wrapped his spiral leggings in three minutes, a task which 
would rival the skill of a two-armed man. 

Even the “blinks” have a merry time. “Blink” is the 
doughboy translation of blind. No longer do they sit 
alone in the valley of the shadow, awaiting the whims of 
friends for entertainment. The Red Cross has ended that 
epoch. Now the “blinks” row, swim, play pool, billiards, 
bowl, and write letters on typewriters. The “lungers” 
no longer spend hours reading on the symptoms of their 
disease; and the shell-shocked indulge in competitive ball 
teams, baseball, which rouses them from concentrated 
apathy and transforms them into regular rooters. 

“Show me” is the attitude of the Yank toward those 
who would encourage him to strive toward accomplish- 
ment of the seemingly impossible. Because of the dough- 
boys’ doubting attitude, the Red Cross employed Charles 
L. Wiebell as an athletic director for amputation cases. 
He is now at the hospital in Colonia, N. J., devoted en- 
tirely to this kind of cases. Wiebell has two wooden legs. 
He lost both his legs as a result of a railroad accident 
which occurred when he was a youth of twenty. But he 
was determined that he would not become a member of 
the soliciting street fraternity who haunt street corners 
awaiting the generosity of passers-by. After four weeks 
in the hospital he went forth in a wheel chair. Because 
of the personal experience which has assisted him in his 
knowledge of adjustments necessary to the comfort or 
efficiency of handicapped men, his work is extremely valu- 
able at Colonia. 

He has worked as a motorman on street cars in Phila- 
delphia, and has been a supervisor of fifty-six looms in 
a silk factory. For nine years he was a traveling sales- 
man, and carried two heavy grips about the country. 
There is no form of sport in which he cannot engage. He 
can even dance. Roller skating is the only accomplish- 
ment which has been beyond his powers. His triumph 
over his handicap is a constant stimulant to the boys 
who come to him with such remarks as “Only hitting on 
two cylinders, Cap.” They shake their wooden legs with 
humorous appreciation of the queer sounds, full of faith 


that their athletic director will find a way for them to 
take part in the games. 

This ability to laugh in the face of opposing fate will 
be found by the ex-soldier his most precious possession 
when he re-enters civilian life. Through play the sport- 
ing instinct, innate in every American, is being developed. 
Every doughboy has a splendid capacity for sportsman- 
ship, and this dauntless defiance of foe and fate, stimu- 
lated by games, is enabling the blind and maimed to pre- 
pare themselves for their life and work. In the army 
they learned the value of morale; now they are learning 
that it is not a quality peculiar to the military. It is 
needed not only in the theatrical moments of life but in 
the every-day round of monotonous duties, and the recrea- 
tion which the Red Cross gives as a cure for “hospitaliza 
tion” is conducive to the cultivation of that will to win, 
grit to endure, and courage to laugh which is known 
collectively as “morale.” 


Work of the Ranyard Mission Nurses 


Close to twelve thousand cases were cared for during 
the year 1918 by the eighty-four Sisters and nurses who 
comprise the staff of the Nursing Branch of the Ranyard 
Mission, London, one of the oldest of the voluntary nurs- 
ing associations in England, founded in 1868. 

These nurses attend patients of any denomination, but 
only those who are under the doctor’s care. A complete 
course of training is required, which is supplemented by 
six months’ work under an experienced Sister at the 
Central Hostel before the nurse is sent to the London dis- 
trict. 

The work is supported by voluntary contributions so 
that salaries are not liberal—about 130 pounds a year for 
equipment and maintenance. 
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THE STANDARDIZATION OF TUBERCULOSIS 
SANATORIUMS 
Preliminary Draft of Report Presented by Committee 


Appointed by Mississippi Valley Conference—Urges 
Hospital Executives to Prepare for Inevitable 
Classification and Standardization 


The Committee on Standardization of Sanatoriums, ap- 
pointed by the president of the sanatorium section of 
the Mississippi Valley Conference last year, has carefully 
considered the subject matter, and, after a consultation 
with similar committees serving the American Sana- 
torium Association and the National Tuberculosis Asso- 
ciation, desires to present its report. 

It appears that in the near future the tuberculosis san- 
atoriums of this country will be classified according to 
fixed standards. Those of us interested in sanatorium con- 
struction and management may well anticipate this classi- 
fication by others and make efforts now to present the 
proper showing when the examinations are made. 

The committee feels that standards are necessary, and 
that a just classification is helpful to each member. They 
should assist many in acquiring improvements for the 
future which in the past have been denied. 

The more the committee has studied this matter, the 
greater importance it has attached to a well-rounded 
and complete anti-tuberculosis program calling attention 
to the tendency of the public to rely too much upon the 
sanatorium alone for results which can be obtained only 
by a carefully co-ordinated and complete group of agencies, 
such as the visiting nurse, the dispensary, the follow-up 
system, and educational activities. 


PRELIMINARY ORGANIZATION AND SUPERVISION 


It is recommended that the immediate board of trus- 
tees shall consist of three or five members, especially 
qualified to serve, who shall be appointed by the county 
board or other official agencies, but who are not included 
in the personnel of the county board. At least one mem- 
ber of the board of trustees should be a licensed physician. 
Central state supervision over the construction and equip- 
ment of sanatoriums, and over matters pertaining to gen- 
eral management are recommended. 


LOCATION AND SITE 


1. It is recommended that a site be selected bordering 
on the city limits, with efficient transportation facilities 
(such as trolley or railroad), and also with city sewer- 
age, gas, electric light, and telephone conveniently avail- 
able. A location several miles from the nearest center 
of population or transportation facilities is especially con- 
demned. 

2. The surroundings should be free from objectionable 
features such as cemeteries, certain industrial occupa- 
tions, etc. @ 

8. Sufficient property should be purchased to permit 
of proper location of buildings, provide recreation space 
for patients and the establishment, if possible, of a farm 
colony for ex-patients. The committee advises against 
the purchase of farm property with the intention of using 
it to produce an income for the institution through gar- 
den truck, etc., by means of patient labor. The establish- 
ment of a farm and a dairy are not recommended. Small 
truck gardening and poultry establishments are permis- 
sible in connection with the industrial occupation depart- 
ment. 

GENERAL CONSTRUCTION 

1. It is recommended that infirmary, or bed patients 

be housed in two-story, fire-proof buildings, and that the 
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administration building also be fire-proof. Ambulant 
patients may be housed in units of sixteen in one-story 
buildings or thirty-two in two-story buildings, the central 
or administration portion being fire-proof where the build- 
ings are two stories in height. Canvas construction is 
not advised. 

Twenty per cent of the total capacity of the institution 
shculd be especially arranged for the accommodation of 
acutely ill patients and 30 per cent for the care of other 
advanced cases not acutely ill, but still non-ambulant. 
Forty per cent of the capacity should be provided for 
ambulatory patients. Especially planned quarters for 
children acutely ill from tuberculosis and classified as 
open cases should be provided. Separate quarters for 
children should be arranged for closed cases, and for pre- 
ventorium cases. 


SPECIAL CONSTRUCTION 


1. Each institution irrespective of size, should provide 
a room or rooms for the physical examination of patients, 
consultations, treatment of nose and throat, minor sur- 
gery, and other treatments, for laboratory use, and, where 
possible, for x-ray. The committee especially recom- 
mends a completely equipped department for the treat- 
ment of nose and throat conditions in all institutions. 
Every institution of 100 beds or more should be provided 
with a complete x-ray equipment. 

2. Special planning is necessary for the proper hous- 
ing of staff and employees. A separate building for each 
is best. If impossible to provide quarters in separate 
buildings, staff and employees should be housed in wings 
not containing patients, but never in basement rooms. 
Nurses should be provided with pleasant, comfortable 
quarters in which the hospital or institution atmosphere 
is eliminated, sufficiently removed from patients to per- 
mit of complete relaxation when off duty. A recreation 
or social room and facilities for outdoor amusements 
should be provided for both nurses and employees. 

5. A recreation or social room should be provided for 
patients in all institutions. The committee is of the opin- 
ion that little has been done in the average sanatorium 
toward eliminating the institutional atmosphere so ob- 
jectionable to patients whose residence is desirable for 
several months. 

In small institutions, provisions for industrial occupa- 
tion or occupational therapy may, in a limited degree, be 
included in the recreation quarters. In larger institutions 
special provision should be made for the proper housing 
of the department of industrial therapy, a department 
which has its place, and which should be established in 
every sanatorium. 

4. In the opinion of the committee, staff dining rooms 
are neither required nor desirable in smaller institutions. 
In larger institutions, where numbers of patients are 
cared for, and where non-professional employees are 
present (such as stenographers, clerks, bookkeepers, wives 
and children of staff) it is wise to provide dining rooms 
separate from those used by patients. In all cases, serv- 
ants should have and use a separate dining room. 

5. A room should be provided for the care of the dead 
which can be reached by attendants with the least pos- 
sible disturbance to patients, and from which bodies can 
be removed readily and inconspicuously. 

MEDICAL AND NURSING SERVICE 

1. The medica! head of each sanatorium should be a 

specially trained expert in the institutional treatment and 


management of tuberculosis patients, and he should de- 
vote his entire time to the affairs of the institution. In 














instances where small sanatoriums find difficulty in pro- 
curing expert medical services, the committee recommends 
the Minnesota plan of dividing the full time of a phy- 
sician between two closely located sanatoriums. A resi- 
dent physician should be provided for each fifty patients. 

2. A graduate nurse experienced in sanatorium meth- 
ods should be in charge of the nursing department. A 
nurse should be maintained for each ten patients in the 
institution. Non-graduate nurses may be employed under 
the supervision of a graduate nurse and the services 
of a night nurse should be available in every institution. 

All institutions of moderate size should have a dieti- 
tian. In small institutions the head nurse may assume 
such duties. 

3. It is desirable to procure the services of a steward 
in an institution of seventy-five patients and over. He 
should have charge of the purchase of food supplies and 
their storage, under the supervision of the superintend- 
ent. He should have active charge of the culinary de- 
partment and of all employees engaged in it. 

A housekeeper should be employed in an institution of 
seventy-five patients or over. In smaller institutions her 
duties can be performed by the head nurse. 


TRAINING SCHOOL FOR NURSES 

It is the duty of all large tuberculosis sanatoriums to 
maintain training schools for nurses, if possible, in coop- 
eration with nearby general hospitals. Former patients 
whose physical conditions warrant, may be admitted as 
student nurses. 

INDUSTRIAL SHOPS AND FARM COLONY 

The committee desires to urge the establishment of in- 
dustrial shops and farm colonies for the employment of 
ex-sanatorium patients, under proper supervision. The 
committee holds the view that one of the weakest links 
in the present campaign against tuberculosis is the man- 
agement, or lack of management, of ex-patients immedi- 
ately after they are discharged from the sanatorium. 

The waste of public funds may, in a large degree, be 
reduced by the avoidance of relapse in ex-patients. This 
can be accomplished by giving them proper employment 
under strict and efficient supervision. The farm colony 
affords much of value towards solving the problem. 


PATIENT LABOR 

Large sanatoriums should develop a department of voca- 
tional training for the benefit of those advised to follow 
new occupations after discharge. 

While under treatment for active tuberculosis, and be- 
fore such a degree of improvement has been attained as 
to permit of occupation in the industrial shops or farm 
colony, the employment of patient labor as an economical 
consideration in the management of the sanatorium, is 
strongly opposed. Permission may be given patients to 
carry out any hospital duties, provided the medical officer 
is satisfied that it will have no deleterious effect. Occupa- 
tional therapy under proper supervision, for its psychic 
effect, is approved. 

The establishment of free tuberculosis clinics, and the 
maintenance of full-time visiting nurse service, by means 
of which cases of tuberculosis may be discovered and ad- 
mitted to the institutions, and discharged patients or ex- 
patients may be kept under proper supervision, is urged 
as a public health measure second to none in importance 
in our campaign against tuberculosis. This service should 
be a direct part of the activities of the sanatorium or in 
close cooperation with it. 

ROBINSON BoswortH, Chairman, 
GEORGE T. PALMER, 
E. R. VAN DER SLICE. 
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FULHAM HOSPITAL FOR BABIES ONLY 


Tiny Ones of London Slums Cared for in Bright, Cheerful 
Quarters—Building and Part of Furnishings Donated 
—Need of More Such Institutions Great 


Sick babies of the London slums who heretofore have 
had very little done to alleviate their sufferings are com- 
ing, by degrees, into their heritage, says the British Jour- 
nal of Nursing. A hospital devoted solely to their inter- 
ests has been opened recently at Fulham. For the pres- 
ent, only those afflicted with summer diarrhoea are re- 
ceived, but later all classes of medical cases will be ad- 
mitted. 

Funds for the support of the hospital are derived partly 
from the Borough Council and the Ministry of Health, 
the remainder being raised by private solicitation. The 
building and part of the furnishings were donated. 
Twenty-four infants can be accommodated at one time. 

The principal ward was originally the billiard room, 
an additional story built over it affording bright, com- 
fortable quarters for the staff. The wards are charm- 
ing both from the esthetic and the practical point of view. 
Light, air, and cheerfulness abound. The walls are tiled 
in white with green dado to within about four feet of 
the ceiling, while the frieze above is of warm cream 
enamel. The principal ward has French windows open- 
ing into the garden. 

The cots are black, but the tiny bassinets which stand 
in the center of the wards are exceedingly dainty in their 
inexpensive white draperies. The little coverlets, of fine 
white butter muslin, are finished with a bow of ribbon at 
the junction of the curtains. The window curtains are 
of white, coarse-mesh net. 

The useful little glass-topped lockers are of white 
enamel, as are also the headboards which hang on the 
ends of the cots. Bamboo screens draped with light blue 
checked gingham are attractive and uncommon adjuncts. 

An infant’s enamel bath is located in one corner of 
the ward, and basins provided with both hot and cold 
water are a great convenience for the nurses. 

The babies are clothed in three simple knitted garments 
—vest, jacket, and overalls. 

There is as yet no resident medical officer, but the tiny 
patients are given medical attention daily, or oftener if 
necessary. 

Many more of these hospitals are sadly needed in the 
poorer districts, and it is believed that the movement 
which has been inaugurated at Fulham will progress un- 
til thousands of tiny sufferers will be benefited. 





Where a Color Line Is Not Drawn 

One of our brand-new babies was fading away into a 
tiny white shadow because his little mother did not have 
enough milk to give him, says The Bulletin of the New 
York Nursery and Child’s Hospital, and all the special 
formulae and even expressed breast milk failed to make 
him gain. It just didn’t appeal to him, that was all, and 
he refused to take it. Then someone thought of one of our 
colored mothers who had more than enough for her own 
curly-headed little girl. 

“Sure Ah’d be more dan glad to nuss dat baby,” she 
said, when the little mother offered to pay her anything 
she asked if she would act as foster mother to her child; 
“but please doan say nothin’ to me about pay. Ah’d be 
jest too happy to do anything to help that poor li’l’ white 
lamb.” And so little Tommy has been gaining one or two 
ounces every day, and gradually each day a little more 
color and life is creeping back into his little white, pinched 
face. 
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CONSULTANT CRITICIZES PLAN OF 
LAKE SANATORIUM 





WALLUM 





Questions Soundness of Doctor Barnes’ Theory of Econ- 
omy—Thinks Low Unit Cost Was Secured at Ex- 
pense of More Desirable Features 


In relation to Wallum Lake Tuberculosis Hospital for 
advanced cases, we believe the text accompanying the 
plans describes many admirable innnovations and ar- 
rangements, but we consider it our duty to call the at- 
tention of builders to a number of things which we think 
they should weigh most carefully before adopting them 
for sanatoriums they may be designing. 

It would seem to one who has been confined to a bed 
by illness for only a few days in his life that it is much 
more restful and satisfying to be close to the ground, to 
see the nearby flowers, shrubbery, and lawn, and to feel 
that one could go to them without a great effort than 
it is to be several stories above ground, with only a dis- 
tant view of the common objects for which one longs 
when confined by illness. 

It would seem that a state institution should not be 
cramped for ground space and that the state or munici- 
pality should not be compelled to build a high building. 
The lower cost of one-story buildings just about offsets 
the cost of connecting corridors; but the cost of opera- 
tion (heating, up-keep, and the like) of one-story build- 
ings and connecting corridors is probably greater than 
that of a single multi-story building. 

The large wards, which are similar to the early case 
or shack type wards, would not meet the approval of a 
majority of the directors of sanatoriums, for the treatment 
of advanced cases. Notwithstanding the fact that the 
windows can be opened in the two-bed wards, they are 
very likely to be closed in stormy weather, with the result 
that two patients will be confined in a room having ap- 
proximately only six hundred cubic feet, which is but 
about one-half the contents required by many municipal 
and state regulations for one patient. 

It is very questionable if three single bed rooms out of 
a total of 153 beds are sufficient for this kind of a hos- 
pital. 

The accommodations for employees are’ excellent and 
make good use of valuable space which must be created 
for the support and proper elevation of the upper stories, 
and which could not well be used for patients. The em- 
ployees’ quarters seem commodious when compared with 
the twenty-five-patient, locker, and toilet rooms. 

The dining room is, presumably, the only recreation 
room. The reasons for the omission of a recreation room 
would be interesting. 

The locker room and lavatory are too small for eighteen 
patients unless all cases are bed-ridden, in which case it 
would be better to have the lavatory adjoin the wards 
and the locker room beyond. If a locker room is not used 
as a dressing room, there is no object in having the unob- 
structed floor space. It could be three or four feet nar- 
rower. 

The statement that the cost per bed was $735 is based 
on an erroneous assumption. Doctor Barnes assumes 
that, inasmuch as three floors are occupied by patients, 
end one is used for help, waiting, blanket, truck, x-ray, 
operating, and clock rooms, also doctors’ offices, autopsy, 
morgue and laboratory, three-fourths of the cost can be 
charged to patients’ beds and one-fourth to other serv- 
ices. This does not seem a fair accounting, for all of 


the rooms named are a part of any hospital, and the 
portion of the basement occupied by these rooms should 
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not be deducted. Neither should all of the portion occu- 
pied by help be omitted. It would be impossible to build 
the three upper stories without sub-grade walls, and, as it 
would not be desirable to place the lower patients’ floor 
on the ground level, only a comparatively small part of 
the cost should be deducted on this account. A more equi- 
table basis of arriving at a unit cost would be to assume 
that it costs as much to create the space and accommoda- 
tions for an employee’s bed as it does to create a patient’s 
bed, and to count all of the beds, including those for help 
as well as those for employees. 

Unit costs are generally based on cost of building with- 
out furnishing. By deducting the furnishing items in 
Dr. Barnes’ statement, we arrive at $135,928.21 as the 
cost of the building proper. We also find from the plans 
that the cubic contents of the building are 298,500 cubic 
feet. This makes the unit cost 45.5 cents per cubic foot, 
which is not exceptionally low at the prices of labor and 
material today. 

Taking the same cost and dividing it by 173 beds, gives 
$786.71 as the cost per bed; but this seemingly low cost 
is obviously explained by the small cubic contents of the 
whole building, per bed, namely, 1,725 cubic feet, which 
is one-half of the unit contents generally accepted. It 
is also obvious that, if the building contained double its 
cubie contents and the same number of beds, the cost per 
bed would be almost double. 

The low cost has been obtained at the expense of ex- 
treme limitation of space and accommodations per patient. 





DOCTOR BARNES REPLIES TO CONSULTANT'S 
CRITICISMS 


Defends Original Plan On All Points to Which Objection 
Is Made—Adds Own Criticism on Features Which 
He Thinks Might Be Improved 


In estimating the value of the above criticisms of Wal- 
lum Lake Sanatorium, it is proper to consider the follow- 
ing: 

Ventilation of Rooms—Laws establishing standards of 
cubic feet per patient have value if applied to schools, 
churches, general hospitals, or any buildings to be used 
with closed windows; but they need great modification if 
applied to buildings of the porch or shack type or 
to those operated with plenty of open windows, as are 
sanatoriums or hospitals for consumptives. It is the floor 
space and not the cubic capacity of a porch that needs 
to be figured. It is obvious to anyone that better air can 
be obtained in a small room with the windows open than 
in a room several times larger with the windows closed. 
Ccncerning the ventilation of the two-bed rooms, it may 
he of interest to note that there has not yet been a storm 
this spring or summer requiring the closure of both win- 
dows in any room. We have no record of last winter, but 
the head nurse on the ward estimates that it was neces- 
sary to close both windows in the rooms four times last 
winter and the orderly estimates six times. If we accept 
the maximum, add two for possible closures this fall and 
assume that they must be closed twelve hours at each 
storm (which is greatly in excess of the fact), these room 
windows can be opened 362 days out of 365, or over 99 
per cent of the time. It is almost never necessary to close 
the window at the foot of the bed if the awning is put 
dewn. 

Recreation Room—The dining room is available six 
hours daily for reading, games, phonograph and piano 
music and moving pictures. It is neither luxurious nor 
stylish to use a dining room as a recreation room, but 




















this dining room furnishes all essentials for bedridden 
cases. 

Size of Locker Rooms—The size of the east ward locker 
and bathrooms is just right, as shown by experience; 
but the west ward bathroom, although of greater area, 
should have been two or three feet wider than it is be- 
cause the narrower width does not permit as advan- 
tageous placing of equipment. These locker rooms were 
designed for bed cases and would not be large enough 
for dressing rooms for wards in which the majority of 
the patients were ambulant. 

Location of Bathrooms—Were the bathrooms rather 
than the locker rooms next to the ward, some steps would 
be saved, as the bathroom is used more; but it is doubt- 
ful whether this change would be better because the 
steam, odor, etc., which are often present in a bathroom 
make it unpleasant for the eighteen ward patients to 
pass through that room to get to their lockers; also there 
is less risk of freezing the plumbing in zero weather if 
the locker room is next the open ward. About 20 per 
cent of the room patients, though feeble, prefer to go to 
the bathroom which is nearer for them as at present 
located. 

Wards or Rooms?—Our experience shows that 25 to 30 
per cent of chronic febrile and incurable cases are unable 
to go to the bathrooms and should therefore be in rooms 
even though the patients themselves, as is usually the 
case, prefer to remain on the wards. Of the 30 per cent 
of cases in rooms, how many should be in single rooms 
and how many in rooms having two beds? My own be- 
lief is that two or three is the right number of single 
rooms for this floor. 

If many cases of bone or joint tuberculosis should be 
admitted, or if patients with lung abscess, pyothorax, 
gangrene and bronchietasis are treated, the proportion of 
single rooms should be increased as these cases are usu- 
ally offensive. If the patients are people of education and 
refinement who appreciate and enjoy privacy, the number 
of single rooms should be proportionately increased. One 
patient may and often does annoy another by coughing, 
moaning, vomiting, bad odor, moribund conditions, diar- 
rhoea, and mental peculiarity, and the patient asks for 
a different room-mate. It is true the patients wish agree- 
able companions, but, after having good and bad compan- 
ions for months, over 90 per cent of them would rather 
take pot-luck and have some companion than none at all. 
Of course, if these patients were obliged to have offensive 
rcom-mates for months at a time (which is never the 
ease), they might prefer single rooms. As one of the 
chief aims of a hospital for incurable consumptives should 
be to keep the patients contented, it is well to consider 
in detail what the patients think in regard to wards and 
rooms. I personally interviewed the seventy-nine patients 
of Wards One and Two. Of 52 patients on the 18-bed 
wards, 49 (or 94 per cent) preferred the 18-bed ward 
to single rooms. Of 27 patients in the rooms, 25 (or 92 
per cent) preferred a double bedroom to a single bed- 
room. Of the 79 patients, 74 (or 93 per cent) objected 
tc being put into single bedrooms. 

Why are the vast majority of consumptives of the work- 
ing classes unhappy in single rooms? The reasons for 
preferring open wards to rooms and double rooms to 
single rooms given the writer by the seventy-four patients 
above referred to may be summarized as follows: The 
ward seems brighter, livelier, it has music, more people are 
coming and going, the other patients are good company 
and pleasant to talk with, there is fun, and the “time 
passes quickly.” The objections to the single rooms are 
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that they cause patients “to think too much,” “to brood,” 
to “worry,” to be “nervous,” and the patients are “too 


lonesome.” One patient who had been alone in a room 
in another hospital for several weeks told me that it 
was like solitary confinement in a prison. 

Multi-Storied Buildings.—The objections against multi- 
storied or high buildings on state or municipal grounds 
would be well taken if applied to sky scrapers, but as a 
person standing on the top ward floor of this hospital 
has his eyes only thirty-three feet above the ground, it 
seems hardly correct to speak of a “distant view of com- 
mon objects” such as flowers, shrubbery, etc. 

One-Story Buildings—It is not admitted that a. one- 
story building is cheaper per hospital bed than a two- 
story building, if the two buildings are equally well con- 
structed. When our children’s ward was built here in 
1915, we cut the expense almost in half, as shown by 
actual bids, by redrawing the plans so that two wards 
on one story were put the above each other in a two- 
story building. Of course, the materials have to be some- 
what stronger, and the labor of placing materials in posi- 
tion slightly more in a multi-storied building, but this does 
not begin to counter-balance the great extravagance of 
providing a roof, cellar, and foundation for one story 
instead of for two, three or four. 

Cost Per Bed—In computing the cost of the patients’ 
quarters, I deducted one-fourth of the cost, as one-fourth 
of the building is devoted to employees and administra- 
tion. An objection made against deducting this one- 
fourth of the building expense for the basement floor is 
that the doctor’s and the dentist’s offices, the autopsy, 
morgue, laboratory, waiting, blanket, trunk, x-ray, and 
operating rooms are a part of any hospital. It is true 
that all these rooms are part of any hospital, but it is 
not true that it is necessary to build these rooms every 
time an institution erects a new ward building. If you 
start to build an entirely new institution you expect to 
do this, but if they were built every time new hospital 
wards were added to an old plant, it would be senseless 
duplication. Is it not then obviously unfair to charge 
up these rooms in computing the cost of patients’ quar- 
ters? 

It is suggested that employees’ beds be added to the 
patients’ beds in order to find the unit cost per bed. From 
the space used for the laboratory, x-ray, and other rooms, 
fifteen additional employees’ rooms could have been ob- 
tained, or a total of thirty-three employees’ beds, which 
added to the 153 patients’ beds, gives a total of 186 beds. 
Using the figure of the one who reviewed my article 
$136,928.21 as the cost of the building proper, the unit 
cost per bed would be $730. Using the figure $132,970.69, 
which I consider the cost of the building proper, the unit 
cost per bed was $714. 

Objection is also made that “it would be impossible to 
build these upper stories without sub-grade walls.” True; 
but it would be equally impossible to build the employees’ 
kasement floor without a roof, which is charged to the 
patients’ quarters. I did not claim that patients’ quar- 
ters and employees’ quarters could be built separately 
for this sum but letting the walls of the employees’ quar- 
ters support the wards and the wards furnish a roof for 
the employees’ quarters, we got them both for the sum 
stated, the patients’ quarters costing only about three- 
fourths of the total. 

Small Cubic Capacity Per Bed—The reviewer of my 
article rightly concludes that the low cost of this build- 
ing per bed is explained by the small cubic contents of 
the whole building per bed, which is only one-half of the 
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capacity generally accepted. The cubic contents of a 
whole hospital building is often made up of many spaces 
which do not add either to the well-being of the patient or 
to the convenience of the work, such as little-used cellars 
or basements, attic spaces, connecting corridors, long tun- 
nels, unnecessary height between floors, etc. If these 
waste spaces are ruthlessly cut out or utilized, and if 
someone has the time and zeal to put endless labor into 
figuring the floor space needed for each article of equip- 
ment to go into each service or unit and the amount of 
space which is sufficient—but not a bit more than suffi- 
cient—to do the work conveniently (someone must do 
this who knows more about the work to be performed 
than the architect), he will, if he survives, see an enor- 
mous cutting down of the cubic capacity of the hospital 
as a whole from the usual plans submitted. 


THE AUTHOR’S CRITICISMS 


Were I again given this same hospital building problem, 
I would make the following changes: 

1. Add two feet to the length of the rear extension so 
that the west bathroom and the examination room would 
be two feet wider. 

Obtain money for the above change by shortening 
the tunnel one-fourth ($1,250 saved) which would still 
leave 150 feet intervening between the new hospital and 
the old service building. 

3. Have three single rooms instead of one in each 51- 
bed ward by converting one double-bed room into two 
single rooms. The extra space required to convert two 
rooms into one could be obtained by narrowing the width 
of the rear extension corridor to six feet six inches, which 
would still be sufficient. 

4, Change the location of the single rooms to the north 
end of the rear extension, so that the odor from an of- 
fensive patient would be far removed from the diet 
kitchen. 

5. Increase the width of the stair treads nearly two 
inches by having the risers come up plumb instead of 
tapering three-fourths of an inch, and by having the 
treads overhang one and one-fourth inches. 

6. Locate the laboratory in the east end of the east 
wing of the basement to avoid the grove which cannot 
be sacrified but which shades the present laboratory loca- 
tion. 

7. Have one long plate glass window in the operating 
room instead of three as at present. 

The seven changes above outlined would not increase 
the total expense of the building. This hospital building 
proper cost $132,970. If it has only half as much cubic 
space as it should have, then the money was unwisely 
spent, but, if, as the author believes, it adequately fulfills 
its functions, $132,970 was saved to the state. 

In working out these plans, I was often asked why so 
much trouble was taken to go over all the rooms to meas- 
ure and remeasure and get the exact space needed to do 
the work. I was told to add on two or three feet every- 
where to be sure to get enough for it was suggested that, 
even if it did cost more, the state was rich and should 
pay. I replied that there is a happy medium between mis- 
ery and extravagance which is comfort. A private hos- 
pital for the rich should provide every luxury they wish 
which is not harmful and for which they are willing to 
pay, but a hospital supported by the public should have 
every comfort and convenience necessary for the best and 
most efficient care and treatment minus unnecessary lux- 
uries of space, equipment, and service. Such luxuries can 
be provided only by limiting the number of beds or the 
amount of work done, which, in turn, would leave in 
misery other people in the state who need the care. The 
public will spend only about so much money, and to leave 
part in misery in order to give others luxuries is not a 
sound policy. 
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MISSISSIPPI VALLEY CONFERENCE ON TUBER- 
CULOSIS HOLDS SEVENTH ANNUAL 
CONVENTION 


Important Topics in Tuberculosis Campaign and Lessons 
From the War Presented—Officers Elected 
For Coming Year 


The seventh annual session of the Mississippi Valley 
Conference on Tuberculosis was held in Des Moines, Iowa, 
Sept. 22, 23 and 24, 1919. It was one of the best sectional 
conferences ever held, with a total of 500 registrants. 

An address of welcome was given by Governor Harding, 
of Iowa, who briefly reviewed the tuberculosis campaign 
in his state, with the results to date. 

Much interest was aroused by Julia Lathrop, chief of 
the Federal Children’s Bureau, Washington, D. C., by her 
discussion of the subject, “Tuberculosis, An Evidence of 
the Need for Child Welfare Standards,” and also by Owen 
R. Lovejoy, president of the National Conference on 
Social Work, New York City, by his paper on “Preven- 
tion.” 

Two subjects which were given special and detailed 
prominence throughout the session were “Occupational 
Therapy in the Treatment of Tuberculosis Patients,” and 
“The Eradication of Tuberculosis Through Our Efforts 
With the Child, Plus the All-Important Education of 
the Public,” presented, respectively, by Mr. Kidner, of the 
National Tuberculosis Association, and Miss Beatrice E. 
Lindberg, who represented the Advisory Commission of 
Minnesota. 

Various “lessons from the war” were presented by 
different speakers, among whom were Dr. George T. 
Palmer, of Illinois; Major W. H. Watterson, M.D., Fed- 
eral Board of Vocational Education, Washington, D. C.; 
Mr. Kidner, of New York; and Dr. Walter J. Marcley, of 
Minneapolis, Minn. 

Another topic which was brought into prominence be- 
fore the conference of the Mississippi Valley Sanatorium 
Association was that of nursing problems, suggested 
by a paper of that title by Dr. R. L. Williams, of the 
Wisconsin State Sanatorium, who advocated correspond- 
ence courses for the training of tuberculosis nurses in the 
smaller sanatoriums not capable of maintaining training 
schools. His idea was well received. “The Standardiza- 
tion of Sanatoriums,” a report of the committee appointed 
at the 1918 conference, consisting of Dr. George T. 
Palmer, of Illinois; Dr. E. R. Vander Slice, of Michigan; 
and Dr. Robinson Bosworth, Chairman, St. Paul, Minn., 
is published on page 422 of this issue of THE MopERN 
HOSPITAL. 

The officers of the Conference were: President, Sher- 
man C. Kingsley, Cleveland; vice-president, W. J. Pettit, 
M.D., Ottawa, IIll.; and secretary-treasurer, Ralph J. 
Reed, Des Moines, Iowa. 

The 1919 officers for the Mississippi Valley Sanatorium 



































Association were: President, Dr. H. V. Scarborough, 
superintendent of the State Sanatorium, Oakdale, Iowa; 
secretary-treasurer, Dr. E. B. Pierce, superintendent of 
the Michigan State Sanatorium, Howell, Mich. 

The 1920 officers of the Mississippi Valley Conference 
on Tuberculosis are: President, Dr. John H. Peck, Des 
Moines, Iowa; vice-president, Dr. Walter McNab Miller, 
St. Louis, Mo.; and secretary-treasurer, Dr. A. T. Laird, 
superintendent of the Nopeming Sanatorium, Duluth, 
Minn. 

The 1920 officers of the Mississippi Valley Sanatorium 
Association are: President, Dr. Robinson Bosworth, St. 
Paul, Minn.; vice-president, Dr. G. L. Bellis, Muirdale 
Sanatorium, Milwaukee, Wis.; and secretary-treasurer, 
Dr. E. B. Pierce, State Sanatorium, Howell, Mich. 

The 1920 conference will be held in Duluth, Minn. 





First Aid in the West 


There is a western legend of an Arizona bridegroom 
whose bride of a few months was missing. When asked 
where she was, he explained with tears in his eyes that the 
poor woman had been thrown from her horse and he had 
been compelled to shoot her because her leg was broken, 
although “she was a fine girl and he loved her considera- 
ble.” 

Fortunately it does not take such drastic incidents as 
this to demonstrate the need of first-aid instruction, and 
this phase of Red Cross work is daily being brought to the 
attention of the people in this country with compelling 
ferce, demonstrating the absolute necessity of first-aid 
knowledge in the every day conduct of life. 

Accidents are unforeseen. The person versed in first- 
aid is a tower of strength at such moments, and his 
prompt action is frequently the means of saving life out- 
right. The courses of instruction in first-aid hygiene, 
and home care of the sick, offered to the high schools by 
the American Red Cross, mean an opportunity for those 
upon whom the burdens of home nursing usually falls, to 
learn how to handle such cases with the least effort and 
maximum result. . 

This instruction is not in the form of haphazard lec- 
tures, but is carefully planned and as systematically taught 
as any other part of the curriculum. It forms an unique 
and opportune supplement to the high-school courses in 
physiology and anatomy and taken with these subjects 
will be all the more vivid to the young students. 

Accidents will happen in industry and at home. Few 
of us escape, whether by actual experience or indirect as- 
sociation. Instruction is the sanest method of meeting 
such emergencies and the general needs of the injured 
should be part of the common education of each individual. 





Employment for Consumptives 


In southern districts, as in Sussex, for example, light 
work in the woodlands—the utilization of undergrowth for 
fagots, hurdles, hop-poles and so on—has long been a 
staple industry. Fitter employment for consumptives 
with quiescent disease could hardly be got. Plate-laying 
on rural] railway lines is another eminently favorable 
occupation. Consultation with labor authorities and with 
local employers should help in getting many of these poor 
men put in the way of a new start in life, useful not 
only to themselves but also to the national economy. For 
market gardening and allotment work, sure to figure in 
the shortest list of possible employments, will relieve the 
provision and transportation of food, which constitute 
now so great a burden upon our resources.—The Hospital. 
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OCCUPATIONAL THERAPY, 
VOCATIONAL RE-EDUCATION 


AND 
INDUSTRIAL REHABILITATION 





Conducted by DOUGLAS C. McMURTRIE, Director Red Cross Institute for 
Crippled and Disabled Men and MRS. CARL HENRY DAVIS, Adviser 
in Occupational Therapy, Milwaukee-Downer Collede. 


REHABILITATION OF THE ARMLESS 


Afflicted Ones Not Only Learn to Use Appliances 
Furnished But Invent New Substitutes for Hands— 
Many Achieve Economic Independence 


To fit a man who has lost an arm to earn a decent 
living is no easy task for the re-educator. As to the 
man who has lost both arms—these questions arise: Is 
it possible to do anything at all for him? Can he ever 
hope to become independent? Men with rare will power 
and ingenuity have, we know, risen above even such 
crushing afflictions, but what prospects are there for the 
average man? From France, where the soldier who has 
lost both arms is not an exceptional problem, comes an 
answer which is most encouraging. Dr. P. Chatin, who 
all during the war was one of the head physicians in 
the center for the provision of artificial limbs and re- 
education at Lyons (Centre d’appareillage et de rééduca- 
tion), has recently published a booklet in which he re- 
counts his experiences with twenty-five armless men sent 
to the center for appliances and training.’ How their 
rehabilitation was achieved must interest all workers in 
the field. 

“With time,” Dr. Chatin tells us, “in which they can 
grow accustomed to their disability, with physiological 
compensations, with a little ingenuity, and much perse- 
verance and determination, the double-manchots arrive at 
results which astonish us and themselves. When we tell 
an armless man who has just arrived at the hospital that 
that very evening he will feed himself and write to his 
family, he exhibits a wonder which becomes incredulity 
when we go on to say that his comrades who are similarly 
afflicted are writing on the typewriter and riding a bicycle. 
After a few days, however, he is doing everything just as 
others are and trying to work out combinations or de- 
vices for remedying his disability.” 

Many of the appliances used by the pupils as a sub- 
stitute for hands are their own invention. Those given 
out at the center—by the government and the aid society 
cooperating—to every case of a double forearm amputa- 
tion, include two Gillet work arms of aluminum, which 
have been found useful in agricultural work; two wooden 
hands with movable thumbs; a wrist-band of leather with 
loops of rubberized cloth; several tool-holders for agri- 
cultural work; and various accessory devices, such as a 
writing tablet with a device for holding the paper, a 
special table knife with a curved blade, a sponge, a razor, 
and a shaving-brush holder, snap buttons, and special 
hooks and eyes for clothes and shoes. Excellent illustra- 


1Dr. P. Chatin in Etude sur la rééducation fonctionnelle et pro- 
fessionnelle des double-manchots. Lyon, 1918. 
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tions of these and of what men can do with their aid are 
collected at the back of the booklet. 

A section on functional re-education—fitting the arm- 
less man to perform the acts of daily life—describes how 
he is taught to utilize his bare stump, simple wristbands 
of leather or rubber, or more complicated appliances with 
which to wash and dress himself, shave, eat, smoke, write, 
use a typewriter, and ride a bicycle. The section on voca- 
tional re-education relates the after-history of a number 
of pupils who have achieved economic independence. One 
has for more than a year been a successful teacher—his 
former profession; several are doing clerical work; one 
has gone back to his rope walk and is operating it with 
the aid of his family; one peddles vegetables; one wanted 
to be a lock-keeper but was refused the position, so he 
married and obtained the appointment for his wife. He 
turns the lever of the gates by means of the Julien agri- 
culturists’ arm, and intends to raise a little garden. Sev- 
eral former farm workers have been enabled to use the 
fork, spade, scythe, and other tools, but they cannot do a 
sufficient day’s work to earn their living in that way. 
No armless man, says the author, should be directed to 
an occupation which will separate him from his family. 





RE-EDUCATION IN BOMBAY TECHNICAL SCHOOL 


Disabled Indian Soldiers Profit by Instruction in a 
Variety of Trades and Professions—Men 
Paid for Work Produced 


The great usefulness and success of Queen Mary’s 
Technical school for disabled Indian soldiers at Bombay 
are clearly evidenced in the first annual report of the 
school. Opened in May, 1917, the school drew its pupils 
during the first six months of its existence mainly from 
the Marine Lines Hospital, which supplies artificial limbs 
to the whole of the Indian army. Later, however, as the 
school began to be better known in the provinces, it re- 
ceived applications from native villages and from hospitals 
and regimental depots all over India. During the first 
year 223 men were admitted, the greater part toward the 
end of the year; at the time of the report, applications 
were being received at the rate of about twenty a month. 
Fifty-nine of the men have already passed the necessary 
examinations and have been granted school diplomas. Of 
these, twenty-nine secured employment through the school, 
the others preferring to go to their homes, where they 
were certain that they would easily find work. 

The tastes of these bearded mystical soldiers in regard 
to a future occupation are curiously like those of the 
automobile-minded youths of the western armies. Most of 
them want to learn motor mechanics or, as a second 
choice, the operation of oil engines. Farming is unpop- 
ular; in fact, that department has had to be abolished. 
The hosiery department, where cotton, silk, and woolen 
socks and stockings are knitted by machine, contains a 
fair number of pupils; three trained men have purchased 
machines and are doing work on their own account at 
their homes. The engineering, or machine shopwork in- 
terests the men, but is not so popular as some other trades 
on account of the length of the course, which is from 
eighteen months to two years. Tailoring suffers for the 
same reason. Why only three men have been admitted 
to the cinema class, which in other places is usually one 
of the most crowded, is not clear. 

Productive work is done in practically all of the shops, 
and the men are paid for the work they turn out. 

For married men special quarters have been built 
where they can live with their families. 
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MACHINE-KNITTING FOR THE CRIPPLED BLIND 
Machine-Knitting of Large Articles Found Profitable— 
Work Attracts Cripples as Well as Blind 


One department of the hospital-school of the Permanent 
Blind Relief War Fund at Neuilly-sur-Seine is reported 
to be particularly successful. This is for teaching 
machine-knitting, not of socks and stockings, which have 
been found unprofitable, but of sweaters, jackets, chil- 
dren’s and women’s suits, and other large knitted articles. 
The department has a plant of thirty machines, which are 
now made in Switzerland and which cost, with accessories, 
about 1,500 francs each. It attracts pupils to its full 
capacity, as the work can be done by men with other dis- 
abilities besides their blindness—men with stiffened joints, 
arm amputations, and even double arm amputations. For 
operating the thirty machines, four women mechanic- 
teachers are employed; their task is to look after the 
machines, replenish yarn supplies, take work off and put 
it on the machines, occasionally help out a pupil in 
difficulty, and exercise general oversight of the work. 
Fifteen men have graduated from the knitting school 
after an apprenticeship of about three months and are 
reported to be earning a good living at the work in their 
homes. 

The need of work within the powers of men who are 
both blind and otherwise disabled is strikingly shown by 
figures given out at the Neuilly school. Reports show 
that of 3,274 French soldiers blinded as the result of war 
injuries, one hundred have lost one arm, thirty-five have 
lost both arms, and of these a few have lost a leg. 





FITTING OF PROSTHETIC APPARATUS IMPORTANT 


American Type of Wooden Limb Generally Approved— 
Each Occupation Requires Special Design 


As a clear and authoritative exposition of the anatomi- 
cal, physiological, and practical conditions which an arti- 
ficial arm or leg should fulfill, “Artificial Limbs,” by Doc- 
tors Broca’ and Ducroquet, translated and edited by R. C. 
Elmslie, will be valuable to the orthopedic specialist and 
others interested in this subject. Different materials and 
types of limbs are described. The American type of 
wooden limb is meeting with general approval, as it is 
light, strong, and silent. As the fitting of the prosthetic 
apparatus is of equal importance with the limb itself, the 
authors devote a large part of their attention to this 
factor, giving in detail methods of fitting and suspension 
for the various kinds of amputations. Care for the fitting 
should indeed begin with the amputation, owing to the 
advantage of the lateral over the terminal scar for pur- 
poses of prosthesis. Special notice is also bestowed on 
the use for which the limbs are designed, whether for 
workday or “Sunday” use, or for particular occupations. 
The “plumber’s hand,” for instance, consists of a pair of 
gas pliers, and ends in edges for cutting wires. A work- 
man using an artificial “hand” would probably have an- 
other model more nearly resembling the real member to 
be screwed on for use in social life. The type of leg 
desirable for a man of sedentary occupation differs con- 
siderably from the one which should be used by a manual 
or agricultural laborer. For these reasons the authors 
emphasize the need of a man’s determining what trade or 
profession he is to pursue before ordering his artificial 
limb. The last chapter of the book is given up to a brief 


1. Broca, August and Ducroquet, authors of “Artificial Limbs,” 
which was translated and edited by R. C. Elmslie, London, 1918. 











but valuable discussion of general principles in the re- 
education of the disabled, emphasizing the necessity of 
such re-education being begun in each case as soon as 
possible, and the danger to the patient of sentimental pity 
in place of constructive help. Many line drawings and 
photographs illustrate the text clearly, if not handsomely. 








SERBIA’S CARE FOR HER DISABLED SOLDIERS 
Trades Which Will Be Useful in Homeland Being Taught 
—French Farmers in Role of Instructors 


An interesting account of what Serbia has done for 
her disabled soldiers was contributed to the Revue Inter- 
alliée pour l’Etude des Questions intéressant les Mutilés 
de la Guerre of last January by Professor Agathonovitch, 
a member of the Serbian chamber and of the permanent 
Inter-Allied committee on the disabled.* He states that 
the first measure of relief for disabled soldiers in Serbia 
was a law granting tiny pensions to men wounded in the 
Turkish wars of 1876-1877. This was revised in 1886, 
after the Bulgarian war and again in 1914 after the two 
Balkan wars, which left in their train nearly 40,000 dis- 
abled men. The world war has made of Serbia a nation 
of disabled men, and the government realizes that one 
of its most important tasks is to care for their future. 
It is therefore preparing, in accordance with modern 
ideas, to provide the vocational training which will fit 
them to return to work. 

As ninety per cent of the population live by agriculture, 
the Minister of Agriculture has been placed in charge 
of re-education. Serbian mutilés in France, by an ar- 
rangement between the governments, enjoy the same rights 
as French soldiers in the matter of functional and voca- 
tional re-education. The majority are placed for instruc- 
tion with French farmers. Care is taken that those 
learning trades, learn the ones needed in Serbia and learn 
them thoroughly, for there is no division of labor there. 
For small merchants and traveling salesmen, the govern- 
ment has organized a practical commercial course at Aix- 
en-Provence, and for men who might hold small govern- 
ment positions a course in administration at Franche- 
ville. For vocational re-education in Serbia delivered, 
the government has ambitious plans. Schools will be 
organized—the teachers are already being selected and 
trained—women will be trained to make up for the lack 
of men, and the manufacture of artificial limbs, and the 
use of agricultural machinery will be taught. 


One in Fifteen Hundred an Epileptic 

One is liable to forget that about one in every fifteen 
hundred persons in this country is an epileptic, and that 
the proportion is highest at the common recruiting age. 
The epileptic was particularly unfit to withstand the 
nervous stress of war. Yet an enormous number 
of mistakes have been made concerning this condition, 
even more regrettable for the unnecessary expense they 
have brought on the country. Petit mal was extremely 
likely to be overlooked, but by no means free from danger. 
Severe fits frequently developed. The patient was liable 
to mental aberration and to weakmindedness. Loss of 
consciousness may be but momentary or even incomplete, 
and the lesson for civil practice that our war experience 
teaches is that we should be more on the outlook for epi- 
lepsy and more careful in our occupational disposal of 
these cases.—The Hospital. 

1. Agathonovitch. Ce aue fait la Serbie pour ses invalides de 


guerre. Revue Interalliée pour l’Etude des Questions intéressant les 
Mutilés de la Guerre, Paris, 1919, ii, 1-16. 
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Conducted by CAROLYN E. GRAY, R.N., Secretary, New York State Board 
of Nurse Examiners. 


Please address items of news and inquiries regarding Department of 
Nursing to CAROLYN E. GRAY, R.N., Secretary of the New York 
Board of Nurse Examiners, 135 E. 45th St., New York City. 


READJUSTMENTS WHICH TRAINING SCHOOLS AND 
NURSING DEPARTMENTS ARE FACING* 


Shortage of Both Graduate and Student Nurses a Serious 
Problem—Solution Lies in New Conception of 
Nurse by Community—How Cincinnati Has 
Reacted to the Situation 
By LAURA R. LOGAN, A.B., R.N., Professor of Nursing and Health, 
and Director of the School of Nursing and Health, 
University of Cincinnati 
Whether from the standpoint of the university 
or that of any other hospital, the readjustments which 
training schools and nursing departments are facing are 
pretty much the same. There are two problems which, 
together, we must solve. For one thing, we must effect 
such adjustments as are necessary to overcome the 
present shortage of graduate nurses proficient in teach- 
ing, in public health service, and in institutional man- 
agement. This is a serious and an immediate problem 
from the point of view of boards of health, public schools, 
and, indeed, of all institutions and agencies concerned 
with the prevention of disease, health education, or nurs- 
ing care. Dr. C. C. Pierce, Assistant Surgeon General 
of the United States Public Health Service, in a paper 
on “The Nurse as a Factor in Venereal Disease Control,” 
read before the National League of Nursing Education 
last June, called attention to the fact that 50,000 nurses 
would be needed to fill the demands of bills then before 
Congress and state legislatures as compared with only 
6,000 in such service before the war. This, he said, was 
a challenge to those responsible for the education of the 
nurse, which indeed, it is—a challenge and an obligation. 

Together we must also effect such changes as will 
enable us to attract to our schools of nursing well-pre- 
pared students in more adequate numbers. The shortage 
of pupil nurses is a serious and an immediate problem 
from the point of view of hospital administration and 
proper training school conduct. For we know, all too 
well, that upon a sufficient number of student nurses de- 
pends the nice adjustment of adequate care for patients, 
and adequate teaching for the pupil nurse herself. 

I have said that we face a common need for readjust- 
ments which differ in some phases, to be sure, but which 
are pretty clearly defined and recognized by us 
all. It is the solution which has troubled us. And it is 
the solution, not merely a reiteration of the adjustments, 
that I would discuss. 

To solve any problem one must, of course, seek an 


, *Read at the Twenty-first Annual Convention of the American Hos- 
pital Association, Cincinnati, September 8-12, 1919. 
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understanding of the causes of the difficulty and then 
apply the remedy. The discrepancy in the public health 
nursing ranks is an inevitable result of the general omis- 
sion of any such training from the usual under-graduate 
preparation. This we must remedy. It is the general 
consensus of competent nursing and medical opinion that 
the shortage of student nurse applicants is the direct 
result of better opportunities offered young women today 
in so many other lines of endeavor. It seems clear that 
we must effect changes that will enable us to compete 
more successfully, if we are to survive, with other educa-, 
tional, social, and industrial institutions which now so uni- 
versally offer better working and educational advantages. 

Just as young women are leaving the teaching profes- 
sion because of insufficient pay and monotonous round of 
set duty, so they are not entering training schools because 
of long hours and failure to find therein varied and thor- 
ough training in all the present-day branches of nursing 
itself. Thus we have come to recognize the necessity for 
an eight-hour day. We are asking how we can make the 
three years of apprenticeship work more profitable and 
attractive to the student, and how we can improve our 
teaching methods and equipment; for such students as 
apply are seeking those schools where there is the most 
advantageous balance of practical and theoretical teach- 
ing and those which include the essentials of training 
in public health nursing in the under-graduate course. 
The large mass of data offered by the United States 
Student Nurse Reserve Campaign of the Council of Na- 
tional Defense during the war taught us conclusively, if 
proof were needed, that the greatest shortage of appli- 
cants showed itself where the training schools for nurses 
and the hospital facilities for training were weakest; 
whereas, in many instances, the better equipped hospitals 
and schocls had waiting lists. We are ready to make such 
necessary changes as seem for the better, but how can we 
possibly make them with our present budgets? 

The whole gamut of problems and readjustments, 
budgets included, in my judgment, resolves itself into an 
educational problem which concerns on the one hand the 
status of the training schools for nurses as educational 
institutions, and, on the other, the education of the com- 
munity to a recognition of its responsibility therein. The 
only solution lies in the bringing into existence of as sound 
and universal an educational system and basis for the 
training of the nurse for professional usefulness as the 
community has long since provided for other groups of 
public servants—librarians, teachers, engineers, chemists, 
physicians, or lawyers. 

I wish, then, to outline how we may hope to bring this 
sounder educational basis for nursing education into 
existence, and to indicate what constitutes our part 
therein as hospital superintendents and training school 
directors. I have thought, also, that perhaps the most 
useful and encouraging thing I might do would be to con- 
clude with a description of the School of Nursing and 
Health of the University of Cincinnati, which operates 
in the Cincinnati General Hospital. This school has been 
an integral part of the university for three years, and to 
those of us most closely concerned with its inception and 
operation it seems to be solving, in a very practical and 
satisfactory way, not a few of the most pressing problems 
now before us for adjustment. What we have done others 
may easily hope to accomplish. 

The burden of such adjustments as we are facing must 
be borne by the community as a whole. It is certain we 
cannot bear it alone, and the largest single step that we 
can take at present is for each one of us in his or her 


THE MODERN HOSPITAL 








own hospital school and city to arouse a sense of com- 
munity responsibility toward nursing education. It is 
advisable, too, that we keep conversant with the delibera- 
tions of the Committee on Education of the National 
League of Nursing Education in order that we may have 
the benefit of its guidance in educational policies. 

Society has always been ready to assume its obliga- 
tion toward any group when it sees that such a group 
may render an important service; more especially is this 
true when a constructive policy is at hand which can 
be safely counted upon to afford an adequate preparation 
of that group for its maximum service. 

The unending calls for visiting, school, industrial, and 
institutional nurses that pour into our training school 
offices so much faster than we can turn out students to 
answer the calls, is forceful evidence that the attitude 
of the community has long since passed that milestone 
in its conception of the service of the nurse which marked 
the early days of the training school, when her ministra- 
tions to the sick in the hospital or as a private duty 
nurse to the well-to-do marked the limit of her servicable- 
ness. The community now expects the nurse to teach 
social and personal hygiene, and to work with the physi- 
cian to prevent disease as well as to care for the diseased. 
Statistics and human documents alike point to the multi- 
plicity of her services. One finds almost at random such 
summaries as the following: 

“The Metropolitan Life Insurance Company found the 
mortality among its policy holders reduced by 12.8 per 
cent during the five years succeeding the employment of 
a visiting nurse service. 

“New York City over a period of ten years, reduced its 
infant mortality from 186 to only 86 out of each one 
thousand babies—a reduction very largely attributed to 
the nursing service of the city.” 

Again it is reported in a recent study of pre-natal and 
obstetrical work in Boston that: “Out of 731 cases where 
proper medical and nursing care and inspection, before 
birth, was made available, the death rate among the 
babies during the first year of life was cut one half; dur- 
ing the second year of life it was cut one-third; still 
births were fifty per cent less than normal, and the 
mortality of mothers was reduced by 50 per cent.” 

As it stands today, then, the problem of the com- 
munity’s responsibility in the preparation of the nurse is 
not the failure to realize the value of her service, but 
rather a grave misapprehension regarding her prepara- 
tion therefor. As a community, we have freely provided 
for all sorts of academic and professional education, but 
we have neither freely nor adequately provided facilities 
for nursing education. Most people know that the nurse 
is trained in a hospital; they believe that the hospital is 
entirely able to assume full responsibility for her edu- 
cation, but know very little about the content of her 
training. 

We would, I believe, do well to acquaint the public gen- 
erally with the fact that the system of nursing educa- 
tion universally in vogue is the apprenticeship method; 
that the student nurse enters the hospitals of our country 
with no universally standardized educational prerequisites 
for entrance, thus differing from all other school systems; 
that she is provided with uniforms, laundry and main- 
tenance, and with a varying, but really unsafe, minimum 
of theoretical instruction, in return for which she carries 
the great burden of the nursing care of the patient in 
the hospital and sometimes adds to its maintenance 
through charges made to patients for her services. The 
public should be appraised of the fact that the service 













on 










































THE MODERN HOSPITAL 431 


she renders is so essential that were she, the pupil nurse, 
to go out of existence there would be only one solution— 
to employ an equal number of graduate nurses and hos- 
pital helpers to take her place. For three years the stu- 
dent nurse thus gives her service and receives what 
training and education she may. 

It is a preparation too variable, too ill-assorted, and too 
precarious. We should make it clear that such an ap- 
prenticeship is not at all meeting the present demand 
which the community has for the graduate nurse, and that 
the trouble rests largely upon the failure of the com- 
munity to meet its responsibility throught endowment or 
appropriation of public funds for the training school and 
failure to make the fullest use of its present educational 
facilities to meet the needs of nursing education. The 
Bulletin for the United States Bureau of Education for 
1912 points out how haphazard and unsuitable a ground 
is offered by most hospitals training the student nurse. 
It says that “the hospital is provided with no margin for 
educational needs to pay instructors, to provide text-books, 
teaching materials, or others of the simplest necessities 
for a school;” and the report seriously affirms that 
“schools cannot exist without instructors, without libra- 
ries, without class-rooms, and without teaching material.” 

The student nurse’s time—three calendar years—is 
given in the service of the hospital. According to all the 
rules of fair play, the student is entitled to the expendi- 
ture upon her education and training of such equipment 
and teaching facilities as would equal the sum that her 
actual service would cost the hospital if no training school 
existed. The community owes at least this much, through 
the hospital, to the student nurse. This much she actu- 
aly earns on a cooperative basis, and such a provision 
would include no gift for educational opportunity as is 
so commonly provided in the other professions. To per- 
mit the hospital to provide less than this minimum is to 
countenance an exploitation of the student nurse. More- 
over, where funds are limited, the sacrifice should not 
altogether fall, as it so frequently does, upon the training 
school. This, too, should be a public trust to see that the 
necessary sacrifices are more evenly divided. 

The community should provide the hospital training 
school with sufficient funds and should exact that they 
be definitely expended for educational purposes. 

We must face the fact that an increasing number of 
our graduating classes are entering the field of public 
health nursing; that few of them take post-graduate work; 
and that their serviceability to the community is com- 
mensurate only with the breadth of the educational re- 
quirements for entrance into the training schools for 
nursing and upon the adequacy of the curriculum pro- 
vided during the under-graduate period. 

The content of our curriculum calls, then, for thorough 
revision both on the side of theory and of practice. As- 
sistant Surgeon General Pierce points out in the paper 
above referred to that the increased call for the public 
health nurse is the outgrowth of the shift in emphasis 
in the public health campaign from legal and restrictive 
to educational and constructive measures. Purification 
of water can be obtained by law, and quarantine of com- 
municable diseases by restrictive measures; but, he points 
out, the larger problems of health require the intelligent 
cooperation of all individual citizens, and this, above all, 
depends upon the preparation and maintenance of a large 
body of public health nurses who are thoroughly con- 
versant with modern social problems, social legislation, 
economics, bacteriology, industrial hygiene, and disease 
prevention, and who are tutored through courses in 
psychology and education in methods of teaching all these 


things to the people. He holds with Professor Winslow 
of Yale that the nurse “must be equipped with a knowl- 
edge of the economic conditions and sociological principles 
which intimately touch her at a hundred different points.” 

We must, somehow, provide means and further the de- 
sire on the part of so many training schools to deserve 
and command recognition as part of our professional and 
university educational order. It is a short-sighted policy 
which so guides the hospital and training school authori- 
ties that the training of the nurse subserves only or 
chiefly the immediate needs of the hospital. The better 
part of the most selfish community wisdom resides rather 
in looking upon the training school for nurses as an edu- 
cational institution, responsible for the preparation of 
professional members of society who are concerned with 
the health and welfare of the community. 

In reconstructing our curriculum, we have one decided 
advantage over the average educational institution in that 
our theory and practice are motivated and worked out 
in connection with real and immediate problems. Our 
apprenticeship method of nursing education in this aspect 
will prove a possession to be cherished. In the main we 
have come along the right road in our method of educa- 
tion. Our theory has been too scanty, and we have been 
too slow to meet changing conditions; but when we have 
incorporated into our under-graduate training the larger 
social implications of the technical work, and broadened 
out the scope of our under-graduate work to include the 
knowledge of disease prevention and health promotion, as 
well as nursing care, we shall, then, have an educational 
scheme which is superior to many in social usefulness and 
in attractiveness to students. This will require teachers 
in our nursing schools whose training has been of a high 
academic order. It will require women capable of read- 
justing and administering the details of our curriculum 
with a clear vision of the needs of today always before 
them. This means university training and opportunity, 
and we know that all these require endowment. 

The public health nurse cannot afford to be denied 
training in contagious diseases, skin and venereal dis- 
eases, in orthopedic nursing, and in mental and nervous 
diseases. These can all be included through affiliation, 
or otherwise, but this training will necessitate the great- 
est care in the utilization of time devoted to practical 
experience in the technique of surgical, medical, and other 
essential branches of nursing. It will afford no waste 
in the repetition of technique beyond the point of suffi- 
cient skill. It will involve the elimination of indefinite 
repetition of bed-making and dusting, which to a great 
extent should be the work of an attendant. As I have 
pointed out elsewhere, wherever real conservation of the 
student’s time can be accomplished, one can still hold fast 
to all that has proved of value in the way of orthodox 
training in technique and can, in addition, give to the 
student well systematized, academic courses in the 
sciences which underlie their profession, and which bring 
her a consciousness of the relation of nursing to modern 
social problems; for we know that more than a reason- 
able degree of technique and skill will be of little avail 
if its possessor remains unconscious of its significance 
to the needs of existing community life when she is called 
upon to apply it therein. 

The university and college and, under certain circum- 
stances, the normal school should be kept in mind as the 
place in which our educational plans and obligations may 
best be realized with the least additional expenditure and 
with the largest benefit to the student. Once the univer- 
sity comes to see the educational need of the nurse and to 
feel its obligation to the community to meet the same, it 
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is not so long a step to the realization of a centralized 
school for all the hospitals in the district. Such a system 
would indeed be a boon to the superintendent of the 
small hospital and training school who is struggling with 
the dual load of hospital administration and the educa- 
tion of students. 

Let me recapitulate: The community needs, in the in- 
terest of its own public health, to regard training schools 
for nurses as an integral part of present-day professional 
and university education; and it needs to provide the hos- 
pital training school with funds that are in excess of the 
funds actually needed to run the hospital itself. The com- 
munity has failed to make this provision universally, not 
so much because it did not appreciate the service of the 
nurse, but because it is commonly believed to be within 
the province and within the means of the hospital alone 
to meet the situation adequately. This is a mistaken 
attitude. Professor Nutting of Columbia University, in 
1916, in a paper on “A Sounder Economic Basis for 
Training Schools for Nurses,” pointed out that, while lav- 
ish funds had been donated to women’s colleges, to our 
great professional schools of medicine, law, journalism, 
and to our university schools of liberal arts and applied 
sciences, in the whole history of nursing “there have been 
but two large gifts for the education of the nurse.” 

Since Miss Nutting’s paper was written advances have 
been made, and one of the most notable is here in Cin- 
cinnati where this Association is meeting. Our citizens 
have recognized the need for better nursing education and 
the obligation of the city departments concerned to make 
the highest use to this end of the facilities of the muni- 
cipal hospital and the municipal university in the inter- 
ests of the health and education of the community which 
these institutions serve and have given the under-gradu- 
ate training the dignity of university rank. 

By special arrangement of the two departments of the 
city government operating the university and the Cincin- 
nati General Hospital, the hospital serves as a laboratory 
for the practice of all branches of nursing and offers co- 
operative assistance to the student nurse, while the uni- 
versity in its College of Medicine, School of Nursing and 
Health, and in its other colleges, provides the scientific 
instruction essential to the study and practice of nursing. 

Thus upon a cooperative basis the city expends upon 
the student nurse body a sum approximately equivalent 
to the value of their service to the city through their 
nursing care of the city’s sick in the hospital and the 
dispensary. Through the hospital, the city assures an 
adequate number of supervisors, graduate nurses, and 
ward assistants and, through the university, a special 
budget for a faculty of nursing and health in addition to 
such other facilities as its other colleges and departments 
can offer. The student thus pays for her education, not 
in tuition, but in service which tuition charges would 
hardly be able to purchase. The enthusiasm and devo- 
tion of the pupil nurse to her work in her eager student 
days are proverbial. We hope that Cincinnati will be 
even more generous to the student nurse, for it now ex- 
pends upon other student groups in excess of their tuition 
fees the following sums: $345 upon each medical stu- 
dent; $129 upon each School of Household Arts student; 
$122 upon each Engineering College student. 

The plan has passed its third year and has proved suc- 
cessful. It is one which might well be adapted for use 
in connection with state as well as privately endowed col- 
leges and hospitals. 


Brieflly stated, the plan is as follows: By the 


city charter it is provided that “there shall be 
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a school of nursing and health under the department of 
medicine of the University of Cincinnati and a director 
thereof. The director and faculty of the school of nurs- 
ing and health shall be appointed by the board of direc- 
tors of the University of Cincinnati. The director of the 
school of nursing and health shall be the director of the 
nursing department of the municipal hospitals, and the 
other members of the faculty of said school shall be ap- 
pointed to such supervisory positions in the nursing de- 
partment of the hospital as the board of directors of the 
university shall designate.” 

The By-Laws of the University provide that: “The 
director of the school of nursing and health shall have 
the title of Professor of Nursing and Health and shall 
be a member of the university senate.” 

All students entering the school of nursing must 
matriculate in the university with the same unit entrance 
requirements as students in the College of Liberal Arts. 

In the three years’ professional course the theory and 
practice are so balanced that upon its completion the 
University grants the usual diploma of graduate nurse 
and gives, in addition, two years of credit toward the 
degree of Bachelor of Science. The diplomas of nursing 
are granted at the regular university commencement with 
the other degrees and diplomas granted to students in the 
other colleges and professional schools. The course for 
these two additional years offers a wide range of electives, 
making it possible to adjust the student’s program to the 
needs of pre-nursing or post-nursing; and yet it is re- 
stricted enough so that all the courses have some direct 
bearing upon the problems of public health, institutional 
management, and nursing in general. 

Credit is given in the three-years’ professional course 
on the same unit basis as in other university depart- 
ments, one unit for one recitation or credit hour per week, 
for one term of fifteen weeks. Each month of cooperative 
nursing practice on the wards under teaching supervision 
has been credited as one such unit except for the proba- 
tion term, when the four months of nursing practice 
count only as one unit. 

The regular three-year program for the diploma of 
nursing on this basis totals 72 credit hours, the exact 
equivalent in credit hours of two years in the College 
of Liberal Arts. The 72 hours include 50 credit hours 
in class work and not less than 22 in practice on the ward, 
out-patient dispensary, and other services. 

In accordance with the reorganization of the profes- 
sional course of study in the school of nursing and health 
when we entered the university, each year is divided into 
three terms of four months each and the student nurse 
is freed from ward duty for the first semester following 
probation and for one semester in the second year for 
full academic work. Throughout the balance of the 
course four lectures a week in subjects fundamental to 
nursing and health are given coordinately with the differ- 
ent types of nursing practice in progress. The terms of 
nursing practice are so arranged as to permit each stu- 
dent to elect four months in the third year in the theory 
and practice of public health nursing, hospital and train- 
ing school administration, or in any other branch of nurs- 
ing in which there is a wish to specialize. 

During the probation term, instruction is given the stu- 
dent only as follows: Lectures and demonstrations in ele- 
mentary principles of nursing, 45 hours; lectures on his- 
tory and ethics of nursing, 15 hours; lectures on personal 
and hospital hygiene, 15 hours each; lectures in elements 
of cookery, 15 hours, and laboratory, 45 hours; and lec- 
tures on introductory anatomy and physiology, 15 hours. 
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In this probation period the coordinating ward practice 
—six to eight hours daily—begins very early in the term; 
as soon, indeed, as the student has been taught bed-making 
and the simple beginnings of personal and ward hygiene. 
She takes over new nursing procedures from time to 
time as she receives instruction therein. All the time she 
is becoming oriented to the atmosphere of the hospital 
and the problems of nursing amid the conditions in which 
she wishes to become efficient, and where her eagerness 
to be at the bed-side can best be utilized for drill in the 
acquisition of skill in the more simple, monotonous ward 
procedures. This use of the probation period we hold to 
be the best method educationally. This early, practical 
ward work motivates the more thorough-going theoretical 
courses as no other plan can hope to do. Moreover, 
this arrangement is the more economical one, for it 
affords a working basis to guide one in the early elimina- 
tion from the course of the unfit, before funds and a 
large amount of time and energy have been expended in 
giving fuller academic work to a candidate who may 
later prove unable to make the adjustment to the actual 
work of nursing, or whose chances for success and ability 
to assume responsibility in the more skilled and profes- 
sional care of the patient are slight. 

The advantages of alternating semesters of practical 
work with semesters of study which are free from the 
fatigue of ward duty are obvious. The groups relieved 
from the burden of ward work are able to carry well- 
rounded courses worthy of university credit, courses 
which give the student good habits of study and a fair 
background for her future work. In planning the eight- 
hour working day in the hospital this scheme of terms 
off duty for theoretical courses also proves more elastic 
and economical both from the point of view of ward man- 
agement and that of cost of instruction. It requires less 
repetition of courses and less juggling of time and stu- 
dents to insure class work at hours when the student is 
sufficiently rested to profit by instruction. It also makes 
the planning of vacations possible with the regular num- 
ber of staff and students. 

During the first study period the course given is: 

Lectures Laboratory 
ES. s nda cesikameusn we 45 hours 90 hours 
. Anatomy and Physiology ..... 45 hours 90 hours 
. Solutions and Introduction to Drugs ........ 30 hours 
. Medical Nursing—Lectures and Demonstrations, 45 hrs. 
. Surgical Nursing—Lectures and Demonstrations, 45 hrs. 
During the second study period the course given is: 

Lectures Laboratory 
1. Bacteriology and Hygiene Lec- 


oF WN 


ee er re 30 hours 45 hours 
2. Pharmacology and Therapeutics 30 hours 
3. Social Science Lectures ....... 60 hours 
4. Psychology Lectures ......... 45 hours 
5. Foods and Nutrition Lectures.. 30 hours 45 hours 


During the periods of ward practice every day of the 
student’s time must be carefully planned. The variety 
of training which can be satisfactorily given is one of 
the strongest points in the plan. We feel that no stu- 
dents should be denied, in addition to the usually required 
branches of nursing, training in the nursing of contagious 
diseases, in skin and venereal diseases, in mental and 
nervous diseases, and in public health field work, so the 
course as given to every student in the school is divided 
among the various services as follows: 


Introduction to General Nursing Care....... 4 months 
SE, occa anenawd cease eoasaws 2 months 
ER et np coal elaine mia ok 2 months 
PND SEED sa oniowanecucuwewwaeaebeee 2 months 


IIE NN io a a ee ene a wiaie 2 months 
Orthopedic Ward and Gymnasium........... 1 month 
Admitting Pavilion and Social Service....... % month 
Eye, Ear, Nose and Throat, Skin and Venereal 1 month 
Hospital Diet and Milk Laboratories......... 1 month 
I CE oc cc ceavewnenvinen ckacaut 1% months 
CGE SEES, oc cuecascesceeeseunes 1 month 
CUONEOEINE WOODEN: bn oc oscwkdeccddcececsas< 2 months 
Psychopathic and Neurological Wards....... 2 months 
Hospital Administration........ 
or 
Elective in Field Work in Public Health — 
I Se he edeupeseayeeen 
or 
Selected Ward Practice......... 








The lectures which coordinate directly with this nurs- 
ing practice experience are planned to give the student 
a better working knowledge of her cases and opportunity 
to consider the community aspect of each disease. As 
given to each student these lectures are as follows: 

Lectures 
Elementary Principal of Nursing (in Probation 

Period). Includes demonstrations........... 45 hours 

Orthopedics, Genito-Urinary and General Surg- 


OE SOD once nesducederveaesss 15 hours 
NEE I ae ceded Cae ea enn 15 hours 
Eye, Ear, Nose and Throat, Skin and Venereal 

cc peteenkaateWendweawbnedetiaee en 15 hours 
ND 6 os oe Dinard ee eA eRe A ORNS O 15 hours 
PE <<. taucunvagnnkanawewee ee eeee ann 15 hours 
Ce IN, ig i cc rcecaeeenneaand ands 15 hours 
Introduction to Public Health Nursing......... 15 hours 
History and Ethics of Nursing (in Probation 

DP bc id cccnen chance beakeas eases eda 15 hours 
Psychiatric and Neurological Nursing ......... 15 hours 

and Demonstrations, Medical Nursing (first 

Gy EE 3n.6.045904054560060Wewsnaeneue 45 hours 
and Demonstrations, Surgical Nursing (first 
Se EE 6.666.600s6tvancescaesesccode 45 hours 
SEE ncuc nee dben ee eke hak se wee eeeate ee 15 hours 
Preventive Medicine and Nursing.............. 15 hours 


It is assumed that, after two years and eight months so 
spent, the student nurse is ready to profit by a wise 
selection of four months’ specialization in the public 
health nursing field, or hospital and training school ad- 
ministration, and the corresponding elective courses 
have been arranged as follows: Invalid occupation, ad- 
vanced courses in public health nursing, journal club, 
teaching of public health, nursing methods, and hospital 
organization and training school administration. 

We extend affiliation in contagious diseases, public 
health nursing, pediatrics and other nursing branches, 
and give class work upon the same cooperative basis as 
to our own students. We stand ready, as we should, to 
share our hospital and school facilities with as many 
schools as possible where affiliation is needed. 

In conclusion we invite you to visit us and hope for 
constructive and helpful criticism. If there are discrep- 
ancies here and there, please remember that we are only 
three years old and that our infancy has weathered a war 
and a terrible epidemic. 





Ohio Extends Nursing Service 


The prospects for effective health work under the new 
Ohio health law is illustrated by the progressive plans 
of some of the counties and cities in Ohio which have here- 
tofore done very little in public health work. For ex- 
ample, the Board of Health of Elyria, O., has provided 
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for a budget of $33,500, as follows: Commissioner, $4,- 
500; six nurses, $9,000; dairy and food inspection, $2,500; 
clerk, $1,500; deputies, $2,500; automobiles, $5,400; in- 
cidentals, $5,100; clinics, $3,000. 

The work will provide nurses who will visit every 
school house and examine every child for adenoids, bad 


tonsils, decayed teeth, malnutrition, and malformations. 
tT 





HOSPITAL CONFERENCE POSSIBLE SOLUTION OF 
NURSING PROBLEM* 


Registration of Trained Nurses and Attendants, More 
Satisfactory Working Conditions and Cooperation _ 
of Medical Profession Prime Necessities 
By SARA E. PARSONS, R.N., Superintendent of Nurses, Massachu- 
setts General Hospital, Boston 

In this American Conference on Hospital Service to 
be organized, I see the first probability of a solution of 
the nursing school problem, because it will be the first 
time that all those who are interested in the problem, in- 
cluding the nurses, will have a chance to discuss it to- 
gether; that is, we may solve it if, through the Conference, 
we reach the public for whom all departments exist and 
from whom adequate support must come if hospitals are 
to develop into their greatest usefulness. 

Nursing schools are necessary to teaching hospitals, 
to at least a part of the medical profession, and to public 
health. 

To the nurse, herself, the profession is no longer neces- 
sary as a means of livelihood. There are many other 


occupations in which she can earn more and work less. 
It is only when she loves her work that it becomes neces- 
sary to her, and it is because our leaders have loved 


their work that they have worked persistently against 
great odds to maintain fairly good standards. We have 
arrived at the stage where we know by experience what 
the trained nurse should be taught and the kind of hos- 
pital in which she can get her practical training. We 
also know what theory is required and have demonstrated 
two or three ways of getting it. We know and can prove 
by concrete example what influences militate against a 
school and what influences work favorably. There is 
scarcely time today to touch upon these things, but our 
statistics and our experience will be at the disposal of 
the Conference. We know that there should be trained 
nurses and trained attendants, and that both should be 
licensed before being allowed to practice as such. We 
never can have trained attendants until trained nurses 
are compelled to register after passing state board re- 
quirements. Naturally, young women who can get 
diplomas from some kind of a hospital and pass as trained 
nurses prefer to do so as a rule. The danger of partially 
trained people practicing as nurses is illustrated by an 
attendant who had experience in an Eye and Ear Infirm- 
ary. She was recommended by one physician to another 
who put her on a maternity case. The patient died of 
puerperal fever. The doctor blamed the nurse, asked 
where she was trained, and visited the superintendent of 
the school. He learned, too late, that she had never even 
qualified as an attendant, but had been dropped from the 
school. 

Any kind of hospital which provides experience in all 
the major branches of medicine, or which by affiliation 
with other hospitals, can supplement its experience, may 
become a good field for the education of the nurse if 

*A report of the meeting of the American Hospital Conference 


on Hospital Service, held at Cincinnati, Sept. 8-12, 1919, w 
lished in THE Mopern Hospitat, Vol. XIV, 4, p. 313. shel 
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suitable theoretical instruction and living accomodations 
can be provided. To be successful, hospitals must be 
able to relieve the student nurse of the domestic work 
that has hitherto consumed so much of her time, and 
they must supply a large enough staff to reduce her 
working hours to a reasonable number. Most necessary 
of all is a recognition of the nursing department by the 
medical department as its equal in dignity and in value 
to the community. Hospitals that take this stand are 
not seeking candidates so far as I have been able to learn. 
The acid test of a school is its graduate. If she is 
satisfied with her training after she has worked as a 
graduate beside other graduates she will be loyal to her 
school and work for its advancement. If she finds, how- 
ever, that her training does not compare favorably with 
that of her associates she will either turn entirely against 
nursing, or she will recommend that her friends and 
relatives go to other schools, where the graduates are 
successful and recognized. 

Hospitals have lost tremendously by not having held 
their nurse alumnae close to hospital interests. The 
things that are now most destructive to the development 
of nursing schools are the lack of professional status 
(nursing to be saved must be a licensed profession), the 
general apathy of our many medical friends toward our 
efforts to create and to maintain standards, and the active 
antagonistic propaganda of our few medical opponents. 
As an illustration, let me cite the editorial in the Journal 
of the American Medical Association some months ago 
which cruelly and unjustly attacked us at a time when 
nurses were rising splendidly at home and abroad to meet 
the great responsibility put upon them by the exigencies 
of the war. They not only did their own work but in 
addition helped out in the doctor’s special province. They 
acted as anesthetists and clinical assistants. 

At the height of the work at Base Hospital No. 6 there 
were three nurses working as anesthetists, one in the diet 
kitchen, another as housekeeper and another in the supply 
room, all positions that might have been filled by doctors 
or lay people. Yet so far as I know not one voice in the 
medical world was raised in our defense after that attack 
in an organ which represents the whole medical field in 
America. We know that only a few could have endorsed 
it. The pages, however, were closed to the nurses or our 
friends who attempted to answer the charge. Every such 
incident makes the profession of nursing less attractive 
and now that we are asking for relative rank with its in- 
signia for army nurses in order that their authority may be 
recognized in the usual way and that they may have a 
definite and dignified position commensurate with their re- 
sponsibilities—not asking for more pay or other emolu- 
ments—we are again met by the opposition of the general 
staff of the medical department. We have had many 
splendid endorsements from those who worked more 
closely with us, but unless we can win the staff over, 
the difficulties will be almost unsurmountable. 

Yet, dreadful as our case is, it is not incurable. Num- 
bers of young women want to be nurses more than any- 
thing else, and as soon as our schools are such that we 
are willing to have our own daughters and sisters train 
in them, we shall have more applicants. But to make our 
schools such, we must have a budget of our own or a 
sufficient endowment. That is where the public in general 
comes in. Then we must have licensure or obligatory reg- 
istration and the loyal cooperation of the medical pro- 
fession. If, through the Conference, we can discuss our 
problems from every angle and eliminate distrust and mis- 
understanding, I am sure the nursing situation of the hos- 
pitals will no longer be a problem. 
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THE QUESTION OF CHILD FEEDING* 


Modern Development of Child Feeding Distinctly American 
—Rigid Investigation Brings Modification of Old 
Standards—The Later Period and the School 
Canteen 
By MARY SWARTZ ROSE, Associate Professor, Department of 
Nutrition, Teachers College, Columbia University, New York City 

Child Feeding is a newcomer among topics for a dieti- 
tians’ meeting, as it is a newcomer in the whole field of 
scientific feeding. Today it is the most pertinent task of 
the social service dietitian, an important subject for the 
teaching dietitian, and a problem not uncommonly pre- 
sented to the administrative dietitian. 

Several years ago I ran across an article in the Ar- 
chives of Pediatrics entitled “A Short History of Infant 
Feeding,” which was most interesting, as it showed how 
very recently in feeding, as in other aspects of living, the 
child has had a place of his very own. According to Mix- 
sell’s brief historical sketch, there is no literature on 
infant feeding prior to the fifteenth century. In 1487 
Paulus Bagellardus wrote De Aegritudinibus Infantum, 
which, interpreted, has a more modern sound—“Diseases of 
Infants.” In this is recorded the fact that a mother com- 
monly suckled her child two or three years, a custom that 
prevailed generally until the advent of modern medical 
science, and is current today where poverty, lack of an ade- 
quate substitute for mother’s milk, or general ignorance 
make this the only way of preventing total extinction 
of the babies. Professor Sherman tells an interesting 
story of how, on his recent trip to Russia, passing through 
Japan, he met the celebrated Japanese, Takaki, who freed 
the Japanese navy from the scourge of beri-beri. Being 
congratulated on his hale old age, Takaki replied that he 
was fortunate in that, being the only son of his mother, 
he was able to enjoy his mother’s milk for five years! 

Thomas Faier, author of the earliest English book con- 
taining anything on child feeding, The Regiment of Life 
(1567), called his first section “The Book of Children” and 
advised that a child must not be weaned until he has all 
of his teeth, and only when the moon is on the wane. 

Artificial or mixed feeding is not mentioned in litera- 
ture until the eighteenth century. Artificial foods were 
limited to bread and pulse; cow’s milk is not included. 
“Water pap” (bread and water) or meat broth might be 
given on the appearance of the first tooth, a chicken wing 
on the appearance of the second, followed, if desired, by 
“small beer with egg beaten in.” 

Michael Underwood, Licentiate in Midwifery of the 
Royal College of Physicians, London, published in 1793 
“A Treatise on the Diseases of Children with Directions 
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for the Management of Infants from the Birth.” He is 
said to be the first who seriously attempted to find a sub- 
stitute for breast feeding. He recommended cow’s milk, 
with barley water as a diluent, and condemned the use 
of “water pap.” He seems to have been a most progressive 
physician, calling attention to the necessity of scalding 
milk receptacles at least once a day, and even recommend- 
ing that the milk be boiled. The milk, however, was to be 
as new as possible “since milk as an animal juice probably 
contains some fine subtle particles which evaporate on 
being long out of the body.” He is much interested in “Dr. 
Smith’s new feeding pot,” shaped like a gravy pot with a 
long spout arising from the bottom and pierced with only 
a few small holes at the end, which was covered with a 
piece of vellum, washing leather, or parchment, soft and 
pleasant in the infant’s mouth. This seems to have been 
a great improvement over the cow’s horn of 1783, punc- 
tured at the tip, and furnished with a kind of nipple made 
of two pieces of parchment or leather sewed together and 
tied about the tip of the horn so that milk was sucked out 
between the stitches. Underwood warns that any child 
brought up on it is in danger of “falling into the watery 
gripes!” And no wonder, considering the impossibility of 
cleaning it! The mortality of artificially fed infants at 
that time was terrific. Forsythe’s estimate for London 
from 1780 to 1816, is that it was 80 per cent. 

Michael Underwood wrote fully seventy years before 
Pasteur published his first paper on the cause of fer- 
mentation. It is needless to dwell on the advantages which 
have come to little children through the development of 
the science of bacteriology, its practical application to the 
handling and keeping of milk, and the efficient supervision 
of the milk supply exercised by our great cities today. 
The conservation of child life resulting from this is a com- 
monplace to all dietitians. 

Weaning time was once fraught with dread. It was 
put off as long as possible. Today the strength of the 
mother is conserved, and often the child benefited, by a 
fearless shortening of the period of maternal nursing. 
Weaning time is whenever it is safe to give a child a sub- 
stitute for mother’s milk, not only free from harmful bac- 
teria, but so adjusted to his sensitive digestive tract as 
not to cause any disturbance, and so adapted to his ulti- 
mate food needs as to supply every essential for growth. 
This is a considerable responsibility, but nowadays we 
shoulder it without much anxiety at nine or ten months, 
often earlier. As soon as the safeness of milk was as- 
sured through pasteurization, the time was ripe for at- 
tention to the baby’s digestive powers, and there arose 
great pediatrists, like Dr. Abraham Jacobi, who has just 
closed such a long and wonderful career in New York 
City. This dean of babies’ physicians established the first 
medical clinic in the New York Medical College in 1860. 
He helped to lay the foundations for rational milk modifi- 
cation, through proper dilution, modification of the prop- 
erties of the curd, and changes in the proportions of pro- 
tein, fat, and carbohydrate in the mixture. 

There came on the scene in his early practice also a 
host of “infant foods,” the greater number of which were 
largely cereal preparations serving to modify the cow’s 
milk curd, but for which all sorts of extravagant claims 
were made. Now that infant feeding is better understood, 
these have settled fairly well into their proper place; 
their manufacturers do not make for them such extrava- 
gant claims, and the rosy-pink child who has A’s food 
added to his milk is not held up as a product of A’s food, 
but of milk effectively adjusted to his digestive system. 


*Read before the Second Annual Convention of the American Dietetic 
Association, Cincinnati, Sept. 8-12, 1919. 
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The modern development of child feeding is distinctly 
American, and another significant epoch was ushered in 
by Dr. Rotch of Harvard, known as the father of the milk 
laboratory. He was responsible for the establishment of 
the first place where milk of undoubted purity and known 
composition, made up according to prescription, could be 
obtained by the public. Westcott, writing in the Inter- 
national Clinics'in 1900 on the “Scientific Modification of 
Milk” says: “Till then (1892) there was no rational sys- 
tem of infant feeding. We have come to think 
of milk mixtures in terms of percentages of ingredients. 
In percentage mixtures any one element may be altered 
without disturbing the others. Some babies cannot take 
milk undiluted until the end of the second year. Many 
infants suffer from overtaxed digestion.” The writer 
goes on to review rules as to the best percentages for dif- 
ferent ages and methods by which the most accurate re- 
sults may be obtained. The “percentage method” was then 
in full vogue, and all sorts of tables and other devices 
for making formulas to yield desired percentages may be 
found in the various textbooks on practical dietetics, 
though the elaborate system then in use has given way to 
a great extent before a simpler plan. Much can be learned 
about practical feeding from study of the percentage 
method, and it still serves as a valuable aid in critical 
situations. It was not so much a “method” as a form of 
expression; and thus investigators passed on their experi- 
ences in adjusting food to the digestive capacity of infants. 

Every student of dietetics is more or less familiar with 
the development of the energy concept in nutrition, and 
the experimental! work with the respiration apparatus and 
calorimeter to determine human energy requirements. 
Here again, the child is the latest subject for investiga- 
tion. The literature on energy requirements of infants 
has been fully reviewed by Benedict and Talbot (1914). 

By 1910 we find the calorie taking a definite place in 
the minds of progressive pediatrists. At the present time 
we have fairly definite energy standards for the first year: 
first 3 months, 110-100 calories per kilogram; second 3 
months, 100-90 calories per kilogram; third 3 months, 90- 
80 calories per kilogram; and fourth 3 months, 85-75 
calories per kilogram. 

The recognition of the law of the conservation of energy 
as an operative force in human diet is the basis of the 
modern science of nutrition. The calorie has been some- 
what decried as an aid in child feeding, or in fact, in any 
feeding. This attitude reminds me of the old fable of the 
Blind Men and the Elephant: 

“It was six men of Indostan 
To learning much inclined, 
Who went to see the elephant 
(Though all of them were blind).” 
You will perhaps recall that 
“The First approached the elephant 
And happening to fall 
Against his broad and sturdy side, 
At once began to bawl: 
‘God bless me, but the Elephant 
Is very like a wall.’” 
While the second feeling of the tusk, cried: 
“To me ’tis mighty clear 
This wonder of an elephant 
Is very like a spear!” 
And the third 
a happening to take 


The squirming trunk within his hands 


Thus boldly up and spake: 
‘I see,’ quoth he, ‘the Elephant 
Is very like a snake.’ ” 
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Those who were successful in infant feeding through 
application of the proper sanitary precautions and skillful 
adjustment of the food to babies’ needs were sometimes 
content without further investigation although they had 
felt only a part of the nutrition elephant. 

Any complete feeding program must take into account 
this most prominent requirement of the living organism— 
namely, an adequate supply of energy. Without this 
growth is impossible, no matter how well selected a diet 
may be in other respects. Whether secured consciously 
by direct calculation, or unconsciously through long prac- 
tical experience in judging amounts of food which will 
make a given child prosper, the calorie is fundamental. 
Like the air we breathe or the water we drink, it is one 
of the vital things, and no blind philosopher, hanging to 
some wisp of truth will delude the open-minded with his 
cry: “The elephant is very like a rope!” 

On the other hand, to have felt the elephant’s knee is no 
justification for shouting “the elephant is very like a 
tree.” Besides calories, there must be protein adequate 
in amount and kind. Consideration of amount is old; 
while consideration of kind is new. To Emil Fischer, who 
has only just died, we owe the first steps in solving the 
mystery of the chemical constitution of protein. The 
amino acid has become an every-day concept in nutrition, 
and proteins are “adequate” or “inadequate” for growth 
according as they do or do not have certain amino acids in 
their molecules; they are quantitatively more or less ef- 
ficient according to the proportions of these same amino 
acids. We have passed the periods both of judging the 
protein in a baby’s diet solely by its digestibility and of 
considering the amount without reference to the source. 
Thanks to the work of Hopkins in England and Mendel 
and Osborne in this country, supplemented by that of Mc- 
Collum, we appreciate milk as a source of protein today in 
a new sense, knowing its proteins to be of a quality un- 
excelled for growth and capable of rendering very effi- 
cient proteins of much poorer quality when used with 
the foods containing them—cereals, for instance. 

During the time of the investigations which have led 
to this new valuation of proteins, there developed in 
pediatric circles a distrust of fat in infants’ diets, first in 
Europe and then in this country. Up to about 1907 milk 
protein had received most of the blame for the indigestion 
of babies, and the attenuation of protein in percentage 
formulas had been carried to an extreme degree, with 
high percentages of fat, often making the total fuel value 
of the diet higher than the child’s actual needs. Then 
it was shown that fat was as frequent a cause of indiges- 
tion as protein, and we had 

“the men of Indostan 

Disputing loud and long, 

Each in his own opinion 

Exceeding stiff and strong, 

Though each was partly in the right 
And all were in the wrong.” 

The final result was a modification of the old standards, 
the employment of whole milk rather than top milk for 
modification, and less emphasis on the exact percentage of 
each ingredient, inasmuch as good digestion was more 
easily secured with lower proportions of fat. Formulas 
are now constructed on lines as simple as the following: 
One and one-half ounces of milk per pound of body weight 
(which insures sufficient protein), added carbohydrate 
food to make up the total fuel requirement, and water to 
make a volume within the capacity of the child and at the 
same time increase digestibility by considerable dilution. 

In 1910 the revolt against fat had gone so far that skim 
milk was advocated as an adequate food for growing ani- 












































To a 9 rae may 












SS ee 






~~ 









OEE ETT ee 






~ 






~ 












mals. But the researches of Stepp, McCollum, Osborne 
and Mendel, made evident (by 1915) that there was a 
hitherto unsuspected value in the fat of milk, due to the 
presence of the fat-soluble vitamine. Vitamines have 
been distinctly recognized as essentials of diet since 1912, 
by which time McCollum had pointed out the growth- 
promoting properties of water extracts of certain foods, 
designated the effective agent as “water-soluble B” and 
identified it with Funk’s “vitamine” curative of beri-beri. 
When the fat-soluble vitamine was added to the category 
of dietary essentials, a supply of milk was perceived to be 
peculiarly important for growing children. Thus within 
« few years milk had been raised to a much more im- 
portant place in the dietary. At the first Child Welfare 
Exhibit in 1910, the then novel exhibit of the fuel equiva- 
lents of one quart of milk provoked a storm of skeptical 
comment, and we had to take statistics in black and white 
to prove that a quart of milk was equal in energy value 
to nine eggs or one-and-one-half pounds of beef; now we 
recognize not only its energy value but also its incompar- 
able proteins, its fat-soluble and water-soluble vitamines; 
and finally its rich and varied supply of ash constituents, 
with the exception of iron. And even in regard to iron, 
Sherman has furnished evidence that what is present, 
though small in amount, is remarkably well utilized. 

One finds a considerable prejudice against milk in some 
quarters. I have been told that I give my own child too 
much milk! And I have often been called to the defense 
of the slogan “A quart of milk a day for every child.” 
It must always be remembered that standards like this are 
for the normal child and not for the special case brought 
to some physician. What is done then is not a criterion 
of what should be done in general. Milk goes so far 
toward insuring a diet easy to digest and adequate in all 
essentials of nutrition, that it certainly deserves a fair 
trial. I think the prejudice against it arises from per- 
ceiving only the “tail” or the “trunk” of the nutrition 
elephant, or from failure to appreciate just how it needs to 
be supplemented. 

Most recently there has been taken into the family of 
vitamines a third member, “Antiscorbutic C.” To the 
researches of Hess we owe perhaps most of all the recog- 
nition in 1919 of a definite substance which prevents or 
cures scurvy. We owe to Hess, also, the warning that the 
symptoms of subacute scurvy resemble some of those of 
general undernutrition, e. g., failure to make normal 
gains in weight, and a tendency toward anemia. Now 
milk is not specially rich in the antiscorbutic vitamine, and 
when heated it rapidly loses such antiscorbutic property 
as it formerly possessed. There is recent evidence, too, 
that the diet of the cow affects the amount of this vita- 
mine, so that it is likely to be smaller in the winter time. 
In view of these facts, there is no doubt that children 
receiving large amounts of milk might still show signs of 
malnutrition which would be cured by putting the child 
en a general mixed diet. It does not follow, however, that 
as good or better results would not have been obtained with 
the same amount of milk and a liberal supply of some 
definitely antiscorbutic food, like orange, tomato or potato. 

The recognition of these facts has led to a great change 
in the time when fruit and green vegetables are added to 
the diet. For artificially fed babies orange juice has been 
given successfully at one month, and tomato juice at three 
months, the amount necessary to counteract scurvy being 
well borne. So, too, with regard to iron. The main choices 
among sources of ‘iron for little children are green vege- 
table juice or pulp (carefully strained), egg yolk, and beef 
juice. Formerly beef juice was used practically to the 
exclusion of everything else. But most babies can be 
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readily accustomed to spinach or peas, or a mixture of 
vegetables, and these have the advantage of being rich in 
the water-soluble vitamine, while beef juice is poor in all 
vitamines. It is an expensive luxury in children’s diets, to 
be used when other iron-bearing foods are unavailable or 
cannot be made acceptable. While high in iron, there is 
need of experimental work to determine the exact quan- 
tity and the extent to which it is utilized. Egg yolk is a 
rich source not only of iron, but of the fat- and water- 
scluble vitamines. Owing to its high content of fat along 
with protein, it is not to be used in unlimited amounts, 
and has been sometimes overdone, so that the egg, like 
milk, has received a good deal of unfavorable criticism. 
Half a teaspoonful of egg yolk a day is enough for a 
three-months-old baby and a half yolk for a six-months- 
old baby, but most children a year old can take a yolk 
four or five times a week. Where eggs do not agree with 
a child they certainly should not be forced. Their cost 
makes it fortunate that we now recognize in green vege- 
tables such an admirable substitute. 

McCollum has pointed out most clearly the important 
place of green vegetables in human dietaries as sources 
of both the water-soluble and fat-soluble vitamines. Many 
of these foods are also antiscorbutic. Add to these quali- 
ties a rich quota of iron and one has an ideal supplement 
for milk. Thus orange juice for the antiscorbutic vita- 
mine and spinach for the other two vitamines and iron, 
make good the natural deficiencies of milk. The remain- 
ing problems in a child’s diet are sufficient fuel and, as 
soon as teeth have appeared, food that demands mastica- 
tion chosen with regard to ease of digestion and avoid- 
ance of constipation. Those who feed children should 
have a very clear idea of the réle of different foods in the 
dietary and which ones are easy to digest naturally or 
can be so prepared as to be no great tax on the alimen- 
tary tract. An adequate diet is a definite complex, built, 
according to plan, from a variety of materials. Just as 
the elephant of the story is not a wall, a snake, a tree, a 
fan, a spear, or a rope, the dietary is not calories, nor 
protein, nor ash constituents, nor vitamines, but all fitly 
joined together in due proportions. Dietitians should be 
helping to develop methods for testing easily the adequacy 
of diets, especially in institutions. A great deal of work 
of this sort has been done by the Food Division of the 
Sanitary Corps of the United States Army. It should 
not be lost but used and improved. 

I have dwelt upon feeding in infancy because here the 
modern trend is most distinctly shown, and practice most 
highly perfected. I believe American babies are better 
fed than any others in the world. One point which per- 
haps deserves mention is the present day recognition of 
the fact that other things besides food play a part in good 
nutrition. The modern way makes good babies, not only 
because their food needs are better understood and more 
skillfully met, but because emphasis has also been placed 
on regular meals, proper sleep, plenty of fresh air, and 
freedom from fatigue and excitement. Practice has 
changed somewhat with regard to the number of meals, 
but there is no deviation from the rule of scheduled feed- 
ing. Any schedule is better than none, but that schedule 
is the best which gives comparatively long intervals be- 
tween meals and provides for unbroken night rest as far 
as possible. 

Next to the baby, the child of school age has come in 
for the most attention. The school canteen for the very 
poor existed here and there in Europe since 1790, when 
Count Rumford started soup kitchens in Munich. A great 
impulse toward extension of school feeding came in Eng- 
land at the time of the Boer war. Great numbers of men 
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of military age were found to be physically unfit for serv- 
ice, and this deplorable condition was traced back to poor 
nutrition in childhood. The classic tests of the value of 
ene good meal a day at school in the City of Bradford and 
elsewhere in England, are admirably reviewed in Louise 
Stevens Bryant’s School Feeding. Such experiments estab- 
lished beyond peradventure the beneficial effects of suit- 
able food on the health of school children. School feed- 
ing has been increasing steadily in the United States, 
especially in the last ten years, largely through the ef- 
forts of home economics teachers, and particularly in the 
rural districts has the warm meal at noon been widely 
extended. 

All this has stimulated inquiry into the actual food re- 
cuirements of school children. Scientific information is 
still scanty. In the summary by Sherman and Gillett of 
the recorded data on Food Allowances for Healthy 
Children, there are 381 observations from which to de- 
termine energy requirement for the first year, while for 
‘succeeding years there may be one, two, or three, and 
sometimes none at all. Very recently one of these gaps 
has been filled in by DuBois’s interesting studies on the 
basal metabolism of boys. A small group was studied 
twice, once when the boys were 12 and 13 years old and 
egain when they were 14 and 15. In the first instance, 
the basal metabolism averaged 25 per cent higher than 
for adults, while in the second case it was about 11 per 
cent higher. There are no similar studies of girls of 
corresponding ages. 

From such data as we have, we may assume that the 
daily energy requirement of children is so high that they 
cannot grow at the normal rate without good appetite 
and good digestion, and one of the special needs of the 
school child, as well as of the infant, is to have his diet so 
selected and his meals so arranged that he can ingest day 
after day from half again to twice as much food as would 
suffice for an adult of the same size without undue tax on 
the alimentary tract. This is why, in addition to meeting 
the quantitative requirements of childhood, expressed in 
terms of high energy, proteins efficient for growth, a rich 
and varied supply of ash constituents, and a liberal sup- 
ply of vitamines, the diet of school children should empha- 
size regularity of meals; an adequate number of meals 
with food well distributed among them; bland and easily 
digested natural foods such as milk, cereals, bread and 
potatoes; simply prepared foods, free from high season- 
ings. This is also why, along with this food selection, 
there must be plenty of sleep, freedom from overwork or 
excitement, and intelligent education in eating habits. 

Perhaps the greatest gain of the past few years is 
higher ideals of health and means of practically measur- 
ing health. Here again, history begins with the baby. 
Baby health contests all over the country showed people 
that every baby that looked pleasing to its parents was 
not up to normal. Chagrined parents were through pride 
impelled to find out why their children were not prize 
winners and apply the remedy, more often than not bet- 
ter feeding. The growth of the school lunch movement 
directed attention to the health of the school child. In- 
vestigation in all our great cities revealed high percent- 
ages of undernourished, and the onset of the war raised 
these alarmingly. Studies by the Bureau of Child Hy- 
giene in New York City showed in 1914, 5 per cent under- 
nourished; in 1915, 6.5 per cent; in 1916, 15.6 per cent; 
and in 1917, 21.6 per cent. Disturbed by these figures,, 


and anxious to extend school lunches to a larger number, 
the Child Health Organization was formed in New York 
City, and soon made national through affiliation with the 
United States Department of Labor. 


This organization 
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has carried on a campaign for the weighing of school chil- 
dren, and comparing of weight and height with standard 
tables, using those long familiar to some of us, prepared 
by Dr. Wood. This summer in New York City, in coop- 
eration with the public schools, it has brought the chil- 
dren together to see and hear Cho-Cho the Clown, who 
goes through the health program of the child’s day in his 
cwn inimitable fashion, and fixes ideas of health and diet 
in the minds of his youthful admirers. 

For the idea of the health class, or nutrition clinic, 
we are indebted to Dr. Emerson, of Boston, who was the 
first to take advantage of group rivalry as a motive for 
health. It is proving a very effective means of teaching 
children about food. This summer I have had the pleas- 
ure of conducting such a clinic in connection with one of 
the play schools under the auspices of the Federation 
for Child Study. The one at Stuyvesant Neighborhood 
House was selected because of the large number of un- 
dernourished children in attendance. Twenty-five ad- 
vanced students of dietetics at Teachers College partici- 
pated in the work, under the immediate guidance of one 
of our staff, Mrs. Gertrude Gates Mudge. There were 
about seventy-five children between the ages of three and 
fourteen, and the clinic was held once a week. The moth- 
ers were urged to attend, and we usually had from twenty 
ts twenty-five of them. Certain children were assigned 
to each student, and she visited them in their homes be- 
tween sessions. At the clinic we talked to the children 
about food to make them big and strong. It was a great 
day when little Abie, six years old and seven pounds under 
weight, three teeth out and a bandage around a bat- 
tered head, marched up to the platform to receive con- 
gratulations upon half a pound of flesh! 

There were the usual evils to fight—late hours, irregu- 
lar meals, food according to the whim of. the child, often 
no provision of the kind he ought to have at all. But what 
the child wants he is most likely to get in these East-Side 
homes; so we worked to create new desires in the chil- 
dren. When Johnny wants to have milk instead of coffee 
for breakfast, so he can get a red star on his weight record 
at the clinic, mother will make an effort to get him milk 
if she is the right sort of mother, and most of ours were. 
One mother got her son a new cup and straws at the 
drug store because he could not get up much enthusiasm 
for the taste of milk at first, and the new tools helped. 
We gave the children samples of some of the foods they 
ought to eat, and showed the mothers how to make them. 
When they saw the children eating them at the clinic and 
had a chance to taste them, too, they were encouraged to 
try them at home. Excellent lunches were served at the 
school, a substantial noon meal, and milk and crackers in 
the afternoon; and a part of the object of the clinic was 
to help induce the children to eat the food so provided. 
It was strange, and they distrusted it. But they learned 
at the clinic that string beans help to make one grow, 
and ceased to pick them out of the soup. The clinic be- 
came so popular that one little girl who was round as a 
dumpling wanted to get thin so that she might come. 

With milk stations for the babies, school lunches and 
health clinics for the child of school age, there is some 
hope of a time to come when one-third of the men of mili- 
tary age shall not be found so far below physical par as 
to be unacceptable for military service. The revelations 
of the draft boards are enough to stimulate a great cam- 
paign for better nutrition, if people can only be made to 
realize how far bad nutrition is responsible for the gen- 
eral low state of health. 

Latest to receive any measure of attention is the child 
of pre-school age—that is, the child from two years to 




















six. The Children’s Bureau in Washington is busy col- 
lecting information which ought to benefit him. We need 
more data on his food requirements and more practical 
experience under scientific direction to formulate clearly 
the food needs of this period. This is the most critical 
period in the formation of good eating habits, a time de- 
manding constant education in eating. Until weaning 
time, food is the same for every meal and eaten in the 
simplest fashion, week in and week out. The old way, 
when a child was weaned, was to take him to the family 
table and offer him whatever happened to be on it. This 
has cost the lives of many, and started many more on 
the road to dyspepsia, tuberculosis, patent medicines, and 
the like. 

The child of pre-school age needs individual care. He 
is hard to feed in an institution because he needs con- 
stant teaching—how to feed himself and how to learn to 
eat what he ought to eat. Usually he needs four or five 
meals a day. I know that there is a growing tendency 
to give him only three, but it is frequently impossible 
for little children to meet their high food requirements 
in three meals unless the food is selected with extra- 
ordinary care. Like most other points in feeding children 
of this age, this point is open to discussion, and much 
more trained observation is necessary to determine the 
kest general practice. Any dietitian who is fortunate 
enough to have such children in large numbers to care 
for should make some carefully controlled studies of this 
matter. Several times lately, the condition of children in 
institutions where only three meals a day were given has 
been brought to my attention because the children were 
not getting enough to eat, but so many factors enter into 
a determination of how much a child eats that one cannot 
pass judgment offhand. Personally, I believe that four 
meals, practically equal in bulk, are better during the sec- 
ond and third years, and three heavier and one light 
during the fourth and fifth. Undernourished children 
often need five meals. 

Because he needs so much supervision, the child of 
pre-school age should be fed away from the adult table 
as far as possible so that undivided attention can be given 
to his cating. His food should be measured out day by 
day. Here, again, what quantities are most ideal is un- 
certain. There is no dissent among the well-informed, I 
think, from the rule of at least a pint of milk per day. 
How much more he can profitably take needs further 
study. The Children’s Bureau is advocating a pint and 
a half per day; in my classes and in Feeding the Family, 
I suggest a quart per day. Over a quart is impractical. 
Whatever amount is found best for the individual child 
should be definitely set aside for him every day. In in- 
stitutions, the amount of milk furnished per child is a 
good criterion of the general character of the dietary. 
The blandness of milk, the ease with which it can be made 
the carrier of cereals, eggs, vegetables, even bread, in 
children’s diets, gives it an important place aside from the 
fact that it is almost a “mixed diet” in itself. It has gone 
out of style to call milk “the perfect food,” since no one 
food is that for the human organism (except breast milk 
for the first year), and all foods are good in their way, 
but it is the broadest base for the construction of an ade- 
quate diet, since it tends to make good the deficiencies of 
other foods in a variety of directions. 

Food materials for children’s diets should be chosen to 
meet definite needs and others withheld for the sake of 
simplicity. More data on how much cereal, bread, butter, 
eggs, fruit, and vegetables, can be used to the children’s 
advantage, would help in teaching child-feeding to the in- 
experienced and make such teaching more convincing to 


THE MODERN HOSPITAL 








439 


Cooked cereals 


those who think themselves experienced. 
have a definite place because, being warm, bland, dilute 
(three-fourths water) they are specially easy to digest 
and help to maintain the normal appetite, especially if 
fed without sugar. Children who do not have cereal for 
breakfast are apt to be underfed. Sugar has too high a 
flavor and is too apt to be used inadvisedly, disturbing 
the appetite and upsetting digestion, to be permitted with- 
cut definite restrictions. The impression that children 
crave sweets I do not believe to be well-founded. Well- 
fed children who have been observed in large numbers, 
do not exhibit any such symptom. One finds the sugar- 
eating at its worst among those who are given pennies to 
spend and are constantly tempted by the small vendor to 
invest in lollipops and the like, just for the fun of the 
spending. It seems to me that half an ounce of sugar a 
day is enough for the small child, but I should welcome 
some quantitative studies on this point. In any event, 
sweet foods should come at the end of the meal, so as not 
to impair the appetite for the other food. 

Meat, with its high flavor, is also apt to have an unde- 
sirable effect on appetite, and one finds few reasons for 
using it in diets for little children. With a liberal supply 
of milk the protein requirement is sure to be met, and it 
is yet to be demonstrated that there is any gain from a 
very high protein intake—that is, more than 15 per cent 
of the total fuel in the form of protein. Any advantage 
accruing from meat can usually be secured in some other 
way. It is well to have this generally appreciated, since 
the tendency, where money for food is limited, is to spend 
an undue proportion for meat, with the result that the 
diet as a whole is unnecessarily poor. Lusk’s rule for the 
family, not to buy meat until three quarts of milk have 
been purchased, is a practical one for the home, and 
should be imitated in the institution. 

How many eggs? This is also an open question. There 
is a great deal of difference of opinion as to how little 
children tolerate eggs. Not over one a day would seem a 
good limitation for children generally. One yolk a day is 
enough for the pre-school age (or a whole egg every other 
day) after the second or third year. There is practically 
no place for the egg white in the diet of the second year. 
Sceme extensive, unprejudiced investigation of this matter 
is most desirable. 

I have already referred to the early introduction of 
vegetables into children’s diets as the most striking appli- 
cation of recent scientific knowledge to the practical 
dietary. Vegetables should be staples from the first year 
on, strained as well as cooked through the pre-school 
years, and selected with a view to a rich iron content and 
general ease of digestion. The milk-and-vegetable soup 
seems to me one of the most important dishes in the diet- 
ary of childhood. It should supersede the broth, which 
really has nothing to recommend it, and is another expen- 
sive nuisance like beef juice. 

Fruits, like vegetables, now have a place in children’s 
diets at an early age, as I have already pointed out. 
Many of them have considerable fuel value, and most of 
them contribute laxative qualities to the diet. Through 
the pre-school age they should as a rule be cooked and 
strained. I consider the strainer the most important tool 
in the preparation of children’s food. Only mildly acid 
fruit juices or sifted pulp of perfectly ripe fruit should 
be given raw. A good illustration of what can be done 
by following this rule is the banana. This fruit, as ordi- 
narily eaten, rather green, is unsuitable for children; but 
when really ripe (as shown by natural spotting of the 
skin with black) and thoroughly mashed, it has proven 
easy even for children a year and a half old to digest. 
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Fruit once a day for the first and second years, and after 
that once or twice a day, seems a good rule. In cases of 
obstinate constipation, fruit three times a day may prove 
beneficial. Coarse foods are not desirable laxatives for 
little children. The eating of fruit between meals should 
be absolutely forbidden. There should be no breaking 
over the rule of food at meal-time only. Many people do 
not consider the fruit “food” and hence need warning. 

Children must be trained to regular meals from infancy. 
But they should have their minds trained to the idea in 
early childhood, as a safeguard for all their later years. 
They must be trained in the pre-school period to many 
new foods. This should be done only gradually, one new 
food at a time, and with as much emphasis as possible on 
why the food should be eaten. It is fine to hear a three- 
year-old say “Oatmeal and milk make me grow,” or “I 
have a little engine in me and I have to fill it with bread 
to make my legs go.” Children must be trained to masti- 
cation. This begins as soon as the teeth come, but becomes 
a conscious process in these pre-school years. Practically 
every meal should include a portion of some kind of hard 
or dry bread requiring chewing. Training in table man- 
ners, in eating what is set before one, in dining rather 
than feeding, are important parts of making the child a 
good social being, though they are less important than 
the training in what is good food and how to eat it. 

The methods of food education are not essentially differ- 
ent from the methods of more conventional education; 
there must be patient repetition to establish good habits, 
the same food over and over again in the same way, until 
the liking for it has been fixed. Given time enough, and 
excluding food actually harmful to the individual, one 
can teach any child to eat anything. Children’s meals 
whether in the individual home or the institution, are 
really classes in the food school. We need better food 
education for mothers and more food education of chil- 
dren in school. The spread of general home economics 
teaching, the work of such agencies as the Bureau of 
Child Hygiene, the Child Health Organization, and most 
recently of the Red Cross, have inaugurated the larger 
movement for children’s health. Dietitians, on account of 
their training and their varied opportunities, have a spe- 
cial obligation to forward this work of food education. 


NEWS NOTES OF DIETITIANS 


Miss Alice Hall, formerly of the Jewish Hospital, Phila- 
delphia, has accepted a position as dietitian at Mount 
Sinai Hospital, New York. Miss Susan Walker who has 
been at the Mount Sinai has gone to Detroit, Mich., to 
manage a college club. 


Miss Anne Boller of the Central Free Dispensary, 
Chicago, is spending a month visiting food clinics and 
other points of special interest relative to her work in the 
East. Miss Boller has, at the Central Free Dispensary, 
a clinic of 250 under-nourished children and 65 diabetics. 


Miss Margaret Hoffman, A.B., University of Illinois, 
has accepted a position as assistant dietitian at New 
Haven, Hospital, New Haven, Conn. 


Miss Sate Harris until recently dietitian at the 
Phillips House, Massachusetts General Hospital, has been 
made administrative dietitian of Massachusetts General 
Hospital, the appointment of Edith Lincoln as assistant 
dietitian in this hospital was mentioned in these columns 
in the October issue. Dietitians are watching with inter- 


est the progress being made in this particular dietary de- 
partment because of the high standard which is being 
established. 


With Miss Harris and Miss Lincoln in 
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charge, we anticipate that some very valuable contribu- 
tions to dietetics will be forthcoming. 

Miss Mildred Tabor has recently gone to the John 
Sealey Hospital, Galveston, Texas, as dietitian. Miss 
Tabor has been with the Food Administration since leav- 
ing the Illinois Central Hospital in Chicago. 

Miss Mabel Little, who has been overseas for nearly 
two years, is now assistant manager of the system of 
restaurants in Columbus, Ohio, which have been known 
as the Busy Bee restaurants. The management, service, 
and name of these restaurants are to be changed. Miss 
Little has spent some time in New York City getting 
people and equipment for the new service. 

Miss Elizabeth Masters has entered Speedwell Hospital, 
Guelph, Canada, as a student dietitian. Miss Masters 
has been county agent in the agriculture and home eco- 
nomics work of New York State. 





GREETINGS FROM “OVER THERE” 


Official Messages from France Indicate Widespread Inter- 
est in Convention of American Dietetic Association— 
Cooperation of Foreign Nations Seen 


Of keen interest to those in attendance at the Second 
Annual Convention of the American Dietetic Associa- 
tion were the messages received from The Scientific As- 
sociation for Food Hygiene, The Scientific Interallied 
Food Commission, and The Food Commission of the 
Society of Biology, Paris, France, and from the Du Pont 
Food Products Company, Baltimore, Md. 

Many, however, were not present when these important 
greetings were read and, as several requests have been 
made for copies, the messages are here reproduced so that 
all our big family of dietitians may know the kindly in- 
terest and splendid spirit of cooperation which is being 
shown by those beyond the sea. 


Message From The Du Pont Food Products Company, Baltimore, Md. 


I can not express too strongly my feelings of regret for being unable 
to attend your convention. My factory is very busy, especially with 
export orders which are to be rushed. But I have worked so much that 
I had to take a rest. These lines ought to have been written more 
than a week ago, but I could not do it. Please excuse the delay. 

I was so sure of having the pleasure of attending your convention 
that I wrote about it to Paris. The associations of which I am a 
corresponding member have sent me the enclosed messages which I 
would have been so glad to read myself to the convention. Will you 
please read same in my name? 

Several documents are of interest to all, and I am ready to make 
excerpts of them for publication in THe Mopern HospIrau. 

I would must appreciate if you would present and second a motion 
to the convention to endorse the work of the Scientific Interallied 
Food Commission, recommending the creation of a Scientific Inter- 
national Food Commission. 

I would much appreciate clippings about the convention, and beg 
you to receive my best regards.—A. F. Du Pont. 


Message of The Scientific Association For Food Hygiene, Paris. 
(Société Scientifique d’Hygiene Alimentaire, Paris.) 
(Declared of Public Utility by Decree of the President of the Republic, 
July 27, 1904.) 
Presented to the Convention by A. F. Du Pont, Baltimore, Md. 
President: Dr. Gariel, member of the Academy of Medicine, founded 
in 1666; vice-president of the High Committee of Public Hygiene of 


France. 
Vice-Presidents: Dr. A. d’Arsonval, member of the Institute of 
France, founded in 1640; member of the Academy of Medicine of 


France, founded in 1666; professor at the College of France, founded 
in 1530; G. Griolet, Honorary Master of the Council of State of France; 
Dr. M. Letulle, Member of the Academy of Medicine of France, Pro- 
fessor of Medicine at the Sorbonne, founded in 1265; Dr. Moussu, Pro- 
fessor at the National College of Alfort; Dr. Charles Richet, Member 
of the Institut of France, Member of the Academy of Medicine, Pro- 
fessor of Medicine at the Sorbonne. 

Members: Dr. Gley, Member of the Academy of Medicine, Pro- 
fessor at the College of France; A. Haller, Member of the Institut 
of France, Professor at the Faculty of Sciences of the Sorbonne; 
M.: Maquenne, Member of the Institut of France, Professor at the 
Museum of Natural History of France, founded in 1628; Dr. Paul 
Regnard, Member of the Academy of Medicine of France, Member of 
the Academy of Agriculture of France, founded in 1747, Member of 
the High Committee of Public Instruction of France; Dr. Emile Roux, 
Member of the Institut of France, Member of the Academy of Medi- 
cine of France, Director of the Pasteur Institute of France, President 
of the High Council of Public Hygiene of France; Mr. Jules Siedfried, 
M.P., former Secretary of State. 
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Dr. Henri Labbe, D.Sc., Professor at the Faculty of 


Secretaries : 
M. Kohn-Abrest, D.Se., Director of the 


Medicine of the Sorbonne; 
Laboratory of Toxicology. 
Director of Calorimetry: J. Lefevre, Professor at the Lyceé Pasteur. 
General Secretary: J. Alquier. 
Honorary members in the United States: Prof. Francis G. Benedict, 
Boston, Mass; Dr. Russell H. Chittenden, Yale University; Dr. C. F. 
Langworthy, Washington; Dr. Lafayette B. Mendel, Yale University. 





Message of the Scientific Association For Food Hygiene, Paris.* 

The Association sends its best greetings and wishes for the work of 
the Conventions and of its members, but regrets deeply that, after five 
years of war, the Association has all its members taking their vacation 
and cannot send communication of special works. It is the first time 
since 1913 that the board has stopped its meetings for three months. 
The present message was decided at a special meeting held by the few 
members of the board still in Paris. The Association is glad to pro- 
claim that its works are made under the auspices of the famous 
Professor Atwater, whose works are in high esteem among the mem- 
bers of the Association. 

The building of the new laboratories and mansion of the Associa- 
tion were just completed in 1914; the buildings are large and well 
equipped. A new laboratory for Calorimetry is under completion. 
The Association takes the liberty of calling the attention of the Con- 
vention to the proposed Scientific International Food Commission, and 
hopes that the conclusion of the report of the Scientific Interallied 
Food Commission will be endorsed by the Convention. 

Such institutions will promote the co-operation of dietitians all over 
the world and help to impart a knowledge of foods, nutrition, and 
dietetics. 

(Note of the Corresponding Member, A. F. Du Pont: I have here, 
in Baltimore, the bulletins of the Association since 1911 and will be 
glad to send excerpts (in English) of all questions which may be 
of interest.) 


Message of the Scientific Interallied Food Commission, Paris. 


(Commission Scientifique Interalliée du Ravitaillement.) 

Presented to the Convention by A. F. Du Pont, Baltimore, Md., 
corresponding member. 

Enclosed the text (in French) of the resolution and project of 
convention regarding the organization of a Scientific International 
Food Commission, as recommended by the above Scientific Interallied 
Food Commission, in its meetings of May, 1919, in Brussels. 

The delegates of the United States to the Scientific Interallied Com- 
mission were: Chittenden and Lusk, Paris, March, 1918; Rome, April- 
May, 1918; and London, June, 1918. Dana Durand and Kellogg, Paris, 
October, 1918; Lafayette Mendel and Armsby, Rome-Naples, December, 
1918; Alonzo Taylor and Dana Durand, Bruxelles, May, 1919. 


Messzge of the National Association of Acclimatation of France. 
(Beclared of Public Utility By Imperial Decree of 1858.) 

President: Edmond Perrier, Member of the Institute of France, 
Member of the Academy of Medicine, and Director of the Museum of 
Natural History, founded in 1628. 

Presented to the Convention by A. F. Du Pont, Md., 
corresponding member. 

The Association will be very pleased to come in closer touch with 
the American Hospital Association and the American Dietetic Associa- 
tion, through its corresponding member. 

The Association deeply regrets that the news of the conventions in 
Cincinnati reached Paris after the last annual meeting of the season; 
the next meeting will be held in October. 

The Association sends its best greetings to the members of the two 
conventions and wishes the best results to its works. 

The Association has been interested in food and dietetics since its 
foundation in 1854; the last meeting of the Association was ended by 
the annual lunch, which was composed exclusively of rice cooked 
and prepared according to French, Italian, Chinese, and Tonkinese 
recipes, which we gladly send you by same mail and which will be 
translated into English by our corresponding member, A. F. Du Pont. 


Baltimore, 


Message of the Food Commission of the Society of Biology, Paris. 


(Commission d’Alimentation de la Société de Biologie ) 

President: Charles Richet, Member of the Institute of France, 
founéed in 1640, Member of the Academy of Medicine. founded in 1666. 

Vice-President: E. Gley, Member of the Academy of Medicine, 
founded 1666, Professor at the College de France, founded in 1530. 

Presented to the Conventions by A. F. Du Pont. Baltimore, Md. 

The Food Commission of the Society of Biology of Paris sends ita 
heartfelt greetings to the convention and its best wishes for fruitful 
results of its work. 

The Commission has the honor of presenting to the Convention the 
full text of its works during the war, The Scientific Problems of 
Nutrition in France During the War*; also The Analytical Bibliog- 
raphy of the French works published during the war. 





Hair-Cut and Bath Campaign Launched 

The entire population of Poland by virtue of an official 
proclamation must have its hair cut, this being a part 
of the campaign which the government, in conjunction 
with the American Red Cross, is planning against typhus. 
Likewise every man, woman, and child must be bathed. 
Hair-cuts and baths are necessary because typhus is car- 
ried by body lice. Already there are 100,000 cases of 
the disease, and the health authorities have decided that, 
in order to stem the epidemic, more than 5,090,000 people 
must have their hair cut, be bathed, and reclothed. 


*I will gladly translate and make excerpts of these important con- 
tributions to Food and Nutrition.—A. F. Du Pont. 
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Conducted by BARROW B. LYONS 
Superintendent Delaware Hospital. Wilmington, Del. 


COMING OF COMPULSORY HEALTH INSURANCE* 
The Logical Next Step Following Workmen’s Compen- 
sation—Passage of Bill by New York Senate In- 
dicative of Progress Toward Protection 


“Compulsory health insurance for wage earners, in- 
cluding maternity benefits, is coming soon in the United 
States, despite the misrepresentations and active resist- 
ance of an interested opposition. It is the logical next 
step following workmen’s compensation, which in eight 
years has been adopted by forty-one states and three 
territories and by the Federal government for its million 
civilian employees. And what opposition there is now to 
health insurance laws is of the same character as that 
directed against workmen’s compensation eight years ago 
—opposition that in the light of successful experience now 
is seen to have been wholly misguided. 

“The passage of a compulsory health insurance bill by 
the Republican New York Senate at the last session, as 
strongly urged by the Democratic governor, marks the 
high point of progress in this country toward such pro- 
tection for the workers against sickness. For the first 
time a legislative body has taken this advanced action. 
It would also have passed the Assembly and become a 
law, according to the Governor, if it had not been pre- 
vented from coming to a vote on the floor of the house 
by arbitrary resort of the opposition to antiquated caucus 
rules. It is significant that the metropolitan press of 
New York was almost a unit in denouncing the defeat 
of this well-considered measure. This favorable action 
came only after several years of preparation and educa- 
tion. The health insurance bill was solidly supported by 
an imposing array of prominent civic, women’s and social 
service organizations, by the State Federation of Labor, 
and many far-sighted employers and physicians. 

“Just as workmen’s compensation protects the workers 
against industrial injuries, so wil] health insurance pro- 
tect them against the far greater hazard of ill health. 
To be effective, health insurance must be compulsory. 
No other plan will work. That has been found true in 
Europe in the ten leading countries that have tried out 
workmen’s health insurance. Only by making it universal 
can it be made to cover large numbers and reach those 
who are most in need of this protection, those nearest the 
line of bare existence, to whom a spell of sickness so 
frequent!y means dependency. By making it compulsory, 
the heavy acquisition and administrative costs are elimi- 
nated, private profits abolished, and more adequate ben- 
efits made possible. Furthermore, this protection becomes 


*This article is extracted from the address of John B. Andrews, 
secretary of the American Association for Labor Legislation, before 
the meeting of the National Conference of Jewish Charities, Atlantic 
City, 1919. 
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automatic, following the worker wherever his employ- 
ment may take him within the jurisdiction of the law. 

“Compulsory health insurance will serve to relieve char- 
ity of much of its already too heavy burden both by car- 
ing for the sick wage-earners when ill and by stimulating 
preventive measures. In urging this legislation the New 
York State Board of Charities reports that a very large 
per cent of dependency is due to sickness. In the eight 
states where official commissions have been studying sick- 
ness conditions among workers with a view to health in- 
surance legislation, similar relation of sickness to poverty 
has been found. 





PLEASANTNESS AS A BASIS OF TREATMENT 








How the Medical Department of a Large Industry Won 
Over Its Patients by Adopting the 
Principles of Humanity 
By C. F. N. SCHRAM, M. D., Medical Director, Fairbanks, Morse 
& Co., Beloit, Wis. 

Starting with the idea that the medical department 
should be the most pleasant department in the plant, we 
succeeded in solving part of the problem of getting men 
to report accidents and return for redressings. We 
neither hired nor fired; nor was it up to us to boss the 
job of the patient or censor him because his accident 
was caused by carelessness. Treatment was the beginning 
and end of our obligation, and pleasantness is part of 
good treatment. Of course, we had to take histories of the 
accidents, but this part of our work was also done in a 
pleasant manner. Correction of poor safety habits was, 
we felt, up to the Safety Department, and we cooperated 
with that department in every way. 

Our personnel was selected with the idea of having a 
force which was not only efficient, but congenial to the 
patient as well. 

Delayed reports proved quite a problem. The worker 
got hurt and in his mind the injury was too insignificant 
even to make a report to his foreman, without thinking 
of going to the hospital. A few days later, due to lack 
of care, an infection set in. If the bruise turned out 
worse than he thought it was going to be, he presented 
himself for treatment. Many men gave the excuse that 
they were too busy to come over at the time of the injury. 

The correction of this fault was not ours. So we sent 
out to the head of each department at the end of the 
month a statement telling him the percentage of delayed 
reports from his department that had come to our atten- 
tion during the preceding month; that is, if a department 
reported three injuries in a month and one was delayed, 
the percentage of delayed reports from that department 
was listed as 3314. We added to this the key numbers 
listed as delayed. The first month only one department 
reported 100 per cent perfect—that is, with no delayed 
reports. For the last four or five months we have had 
four perfect records, and for the past two months we have 
reached a total of five. By providing the superintendent 
the key numbers we gave him or the foreman a chance to 
go to the worker and say, “You had an accident this past 
month, and did not report it immediately. Why?” 

I might note in passing that all injuries two hours old, 
and over, are listed as “delayed.” This problem may 
sound a little overdrawn to .many manufacturers, but 
where there are many foreigners it is a vital one, and 
we feel that we have at least partially solved it. 

To sum it all up in a single sentence: Most problems 


are human or deal with humans, and they are, therefore, 
best met by being human. 
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WHAT MEMBER OF THE STAFF IS TO TAKE THE 
INDUSTRIAL ACCIDENT CASES? 


If Staff Member Is Employed by An Industrial Concern, 
Should He Be Granted Ward Privileges 
When Not on Ward Service? 


The problem of what member of the staff was to han- 
dle the various types of cases coming to the Delaware 
Hospital under the Workmen’s Compensation Act gave 
rise to the formulation of a set of rules. These rules 
govern dispensary and ward cases, but do not govern 
such cases as may be taken into private rooms. When a 
patient is taken to a private room he is considered a 
private patient of whatever physician he may select. 

For the interest of hospital superintendents who have 
had similar problems, the rules adopted at the Delaware 


Hospital are here reprinted: 

“The surgical chief on service shall be responsible for 
the surgical care of injured employees whose treatment 
is rendered under the Workingmen’s Compensation Act 
of Delaware, unless a specific request is made by the 
employer at the time of admittance that the injured per- 
son be considered the private patient of a stated surgeon, 
or unless a standing agreement is made with the concern 
sending the patient that a certain surgeon is to treat their 
cases. An exception is also made where the case requires 
the services of a specialist. 

“Only such industrial cases will be considered private 
cases as the chief resident of the hospital considers are 
in need of being admitted to a hospital bed. All surgical 
dispensary cases will come under the service of the sur- 
gical chief. If a question is raised by a member of the 
staff regarding the judgment of the chief resident as to 
whether or not a case should be admitted to a bed, the 
case shall be temporarily admitted to the detention ward 
pending the judgment of the medical board. 

“When an industrial accident case applies for surgical 
attention as the private case of a stated surgeon, if the 
case is not one which needs to be admitted to a bed, it 
shall be referred to the surgeon’s private office without 
treatment. 

“Industrial cases which need only dispensary care shall 
be treated under the supervision of the chief resident, who 
shall be held directly responsible to the surgical chief on 
service for the surgical attention rendered, unless the case 
requires the attention of a specialist, in which event the 
specialist to whom the case is referred shall be responsible 
for the service rendered. 

“When an industrial accident case is referred to the 
private office of a specialist, unless the case was sent in 
as a private case, it shall still be considered a dispensary 
case sent to the office of the specialist to serve his con- 
venience. Charges for all such cases shall be collected 
by the hospitai for the specialist in accordance with the 
surgeon’s fee schedule adopted by the board of trustees. 

“The chief resident shall examine every industrial case 
applying for admission in order that the closest coopera- 
tion may be obtained with industrial concerns and their 
employees. However, no industrial accident case for which 
admittance has been requested shall be refused when there 
is a reasonable doubt as to the need for admitting the 
case.’ 

When a surgeon is in the employ of an insurance com- 


pany the hospital does not attempt to fix a fee for his 
services rendered to injured employees insured under his 
company, neither does the hospital attempt to fix a fee 
for surgeon’s services when the surgeon is in the employ 
of an industrial concern whose injured employees he is 
caring for at the hospital; but, when an injured employee 
is referred to a surgeon who is not employed by the con- 
cern from which he comes, or by the insurance company 
carrying compensation insurance for them, the hospital 
prescribes a schedule of fees in accordance with which 
the surgeons’ charges must be made. 

Under the laws of Delaware it is not always possible 
for the hospital to collect these fees for the surgeon, but 
an attempt at least is always made. 
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DISPENSARY » 
AND 


OUT-PATIENT 





Conducted by MICHAEL M. DAVIS, Jr. 
Director of the Boston Dispensary. 
Please address items of news and inquiries regarding Dispensary and 
Out-Patient Work to the editor of this department, 25 Bennett street, 
Boston, Mass. 


OUT-PATIENT DEPARTMENTS IN ILLINOIS 


Chicago Health Centers Pensty Equipped—Need More 
Generous Support By Communities if They Are 
To Serve As a Protection Against Disease 


Interesting statistics as to the status of dispensaries 
and out-patient departments in Illinois, particularly in 
Chicago, are found in the report of the Illinois Health 
Insurance Commission. 

DISPENSARIES IN CHICAGO 


General dispensaries 

Special dispensaries: 
i i i i, Ce ince eee RaSh RN ah eS 2 
Women and children.......... 
od oa a i elibiag Ph eas meres ea ae 4 
Obstetrics : 
i sewn edneeced reas auaewat anes eneee et 2 
Gaboematig, GRIVOERGES, GEC. ..cc ccc cccscescccscvcesesenes 5 
EE cen area as Neha een ene TASTES a cease aha akan 
Tuberculosis 


CHICAGO 


ILLINOIS OUTSIDE OF 


General dispensaries 
Special dispensaries : 
Tuberculcsis 
Infantile paralysis 
Geer apesial Glapemaarias. . on... cscccsccccccccccscccccsecesss 


—— 2 
45 
The above list does not include certain types of insti- 

tutions. Those excluded are: “(1) dispensaries operated 

by city and county physicians; (2) clinics affiliated with 
the schools of chiropody, of which there are three in 

Chicago; (3) infant welfare stations, of which there are 

many in Chicago and a smaller number in other cities of 

the state; (4) hospital out-patient departments main- 
tained by corporations for the treatment of employees; 
and (5) out-patient departments of the United States 

Marine Hospitals at Cairo and Chicago maintained for the 

treatment of members of the Merchant Marine.” 

These dispensaries provide medical service for a very 
large number of persons. “The number of visits made 
to them by patients during the last year approximated 
860,000. Of this number 835,000 visits were made to 
Chicago dispensaries. How many different patients were 
treated cannot be so accurately estimated because of the 
system of records kept. There is a quite general ac- 
ceptance among dispensary officials of the estimated 
average of four visits per patient. On this basis, 215,000 
persons in Illinois sought treatment last year in dis- 
spensaries. Of this number, 208,750 visited Chicago 


dispensaries. Taken in relation to population these figures 
indicate that in the State as a whole seven out of every 
two hundred people sought medical service in these in- 
In Chicago the figures were seventeen out of 


stitutions. 
every 200. 
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“The average cost of patients’ visits was found to vary 
from eleven cents in institutions in which costs of heat, 
light, rent, etc., were not included, to 78 cents in the case 
of one Chicago dispensary with all such expenses included. 
It must be borne in mind, however, that practically all of 
the medical service in dispensaries is given free of charge 
by the attending physicians.” 

The conclusions regarding dispensaries in Chicago are 
thus summarized by the Illinois Health Insurance Com- 
mission: 

“The Commission’s investigation has shown that dis- 
pensaries are important factors in providing medical 
service for the poor, and for people of moderate means. 
The location of Chicago dispensaries is not well adapted 
to the needs of the people for ready access to such insti- 
tutions. Many dispensaries need improved quarters, 
equipment, and record systems, and more doctors, social 
workers, and clerks. Fundamentally, the problem of bet- 
ter dispensary service is a question of more generous 
support on the part of the community. Dispensaries are 
a part of the community’s equipment for protection against 
disease and for health conservation, and in the long run 
a community’s health bears a close relation to what it is 
willing to spend for such protection and conservation.” 


A NEW BLOW AT AN OLD BUGBEAR 


Pay Clinics and Cumneneatiad for Physicians Will Lessen 
Dispensary Abuse—Type of Needed Service Im- 
portant in Determining Worthiness of 
Patient—Tendency Is To Extend Work 
To People of Moderate Income 


A notable account of the condition of dispensaries in 
Chicago is given in the report of the Illinois Health In- 
surance Commission just issued. Shall hospital super- 
intendents worry about dispensary abuse (namely, the 
exclusion of those patients who can afford to pay for 
private medical treatment), or shall they worry about dis- 
pensary efficiency (the furnishing of the best kind of med- 
ical service to the patients who are admitted)? The 
Illinois report furnishes the following answer to these 
questions: 

“As dispensaries have increased in number and as their 
work has increased in volume, there has been the not 
infrequent criticism on the part of individual physicians 
and medical societies that dispensaries bestow medical 
charity upon people who have no valid claim to it, and 
who can well afford to pay for medical service. As long 
as dispensaries are primarily charitable institutions in 
which doctors receive no financial compensation for their 
services, they should be careful, as should other charitable 
agencies, to see that only those who need such free service 
receive it. Dispensaries differ greatly from each other 
as to the care they exercise in limiting their service to 
bona fide members of the charity group. Some admit 
every applicant; others make financial investigations of 
practically all their patients and exclude all whose in- 
comes are above a fixed standard; still others fall be- 
tween these two extremes, taking what seem to them to 
be reasonable precautions to keep out the financially in- 
eligible. 

“Careful investigations have been made at different 
times in Boston, New York, St. Louis, and other cities of 
a considerable number of dispensary patients, to ascer- 
tain their claim to free medical service. These investi- 
gations have shown that only a small percentage, from 
two to five, of dispensary patients are really able to pay 
for the medical service they seek to obtain free or upon 
payment of a nominal fee. “In our study of 2,869" fam- 


1. This figure includes only those families for whom complete 


income statements could be obtained. 
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ilies in Chicago (charity cases excluded) it was found that 
511 families, or 17.8 per cent, had received some form of 
dispensary service for one or more members within the 
preceding twelve months. 

Budget studies made in North Chicago, and investiga- 
tions made by the Bureau of Labor Statistics and by the 
War Labor Board indicate that for a family of five (man, 
wife and three children under fifteen), an income of $1,700 
per year is necessary to meet all normal family expenses 
including sickness costs. Using this figure as a basis of 
classification of the 2,869 families, we find that 1,717 had 
incomes of $1,700 or over, or equivalent sums for smaller 
or larger families, as against 1,152 with smaller incomes. 
Of the 511 families receiving dispensary service, 102 
were in the group with the larger income (with a mini- 
mum of $1,700 or its equivalent). Of these 102 families, 
24 were given service in municipal tuberculosis clinics, 
infant welfare stations, or in special clinics established 
for after-care of infantile paralysis, which institutions, 
for obvious reasons, do not limit their service to any 
economic group. This leaves 78 families in the higher 
income group receiving medical advice and treatment in 
dispensaries which, in general, confine their service to 
people of very limited income. These 78 families are 15.2 
per cent of the 511 families with dispensary records. 

“It is well to bear in mind, however, that the type of 
medical service needed is important in determining 
whether or not a patient is worthy of dispensary treat- 
ment. One may be well able to pay a general practi- 
tioner for treatment of a minor ailment or one of short 
duration, but unable to pay for a specialist’s service if 
needed, or for treatment continuing through a long period 
of time. On the basis of type of service needed, these 78 
families divide into 55 whose condition of illness indicated 
the need of specialist service and 23 who, presumably, 
could have obtained all needed service from a general 
practitioner. From this analysis we may conclude that 
23 families out of a total of 511, or 4.5 per cent, were 
recipients of medical charity which their economic status 
did not justify. This figure closely approximates the 
findings of the investigations in Boston, New York, and 
St. Louis mentioned above. 

“The public health dispensaries, for example, those con- 
ducted by infant welfare organizations and by public or 
private agencies for the treatment of tuberculosis, usually 
treat all who apply regardless of financial ability. If pay 
clinics are established and with them a system of com- 
pensating dispensary physicians for their services, the 
question of dispensary abuse will tend to disappear. . 

“As stated above, there seems to be developing a ten- 
dency to extend the work of the dispensary beyond the 
group who seek its service as a charity, to people of low or 
moderate income. To the public this means a more ex- 
tensive utilization of the medical skill, equipment, and 
organization found in the dispensary. It means pay 
clinics; adequate medical service within the means of a 
larger part of our population. From the standpoint of 
the physician it is a step in the development of group med- 
icine or organized institutional medical practice.” 





Why Not Be a Miller, Bud? 


Flour milling as a vocation for disabled soldiers, sail- 
ors, and marines is recommended by the Federal Board 
for Vocational Education in a pamphlet recently issued. 
The various kinds of work to be done are described, and 
the qualifications and the amount of schooling necessary 
to carry them on are given, as well as information as to 
where proper training may be secured. 
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Architect Replies to Criticisms 
To the Editor of THE MoperRN HospItTAv: 

We are glad of the opportunity to answer the criti- 
cisms of the plans of the Blodgett Memorial Hospital at 
Grand Rapids which have come to us as a result of the 
publication of the article on it. 

We wrote our client asking his permission to give you 
the cost of this hospital and have had a reply from him 
stating that, as the building was erected in 1915, the 
actual cost would be of little interest. He suggests that 
we send you the estimated cost of this building assuming 
that the contracts were let at this time. This cost, we 
believe, would amount to $819,026. 

The power plant and laundry were placed in the hospital 
to save the additional expense of a separate building 
(which was found to be considerable); to avoid carting 
to and from the laundry and to provide better super- 
vision of these two departments. The contours of the 
land made it possible to get a light basement and sub- 
basement. All the power machines are on foundations 
isolated from the rest of the structure, and the ceilings 
of the boiler and engine rooms are insulated so that 
there is no noise or heat transmitted to the floors above. 

To avoid unnecessary labor, we think that the proper 
place for the garbage destructor is in the hospital build- 
ing. There should be no annoyance from odors if the 
refuse room is properly designed and equipped with a 
drain and hot water for cleaning. 

It is much more convenient to have the large clothes 
sterilizer in the hospital building, as, with proper arrange- 
ment of air-tight doors, no odors can reach the other 
parts of the building. 

It is obvious that at certain times of the day, with only 
two elevators, one car would be used for passenger serv- 
ice and the other for carrying patients to and from the 
operating department. In this case the elevators are 
about as far from the wards as could be planned and 
are equipped with noiseless door-closing devices, making 
it impossible for the doors to slam. If the elevators do 
not open on the main corridor, it is more difficult to handle 
the stretchers. 

The treatment in this particular hospital does not call 
for more than one service room on a floor. To avoid a 
long carry, hoppers and bedpan warmers were placed in 
each of the ward toilet rooms. We believe it to be a 
debatable question whether one or two large store rooms 
are better than small closets for linen and supplies for 
each ward. 

If a surgical dressing room is required for the num- 
ber of patients cared for on each floor, we do not see 
how it could be better placed than near the center of the 
building. 

You suggest that one or two more sound-proof labor 
rooms would be helpful in the maternity section. As this 


“A Notable and Splendid Memorial Hospital” was published in the 


October issue, p. 268 
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service is not large, we are certain that this would be an 
extravagance, for the two delivery rooms are used fre- 
quently for labor rooms and have proved thoroughly satis- 
factory. They are equipped with double doors, making 
them practically sound-proof. 

The service here is quite different from most general 
hospitals, and the building has proved satisfatcory under 


actual working conditions during the last four years. 
York & Sawyer, Architects, 


New York City. 
* * * > 
First Training School for Nurses in Canada 
To the Editor of THe MoperN Hosp!tTav: 

Will you kindly correct a statement made by Miss 
Maude McLeod, superintendent of nurses, Vancouver Gen- 
eral Hospital, Vancouver, B. C., in her article, “The Mod- 
ern Trained Nurse,” which appeared in the July number 
of this magazine, which I quote: “Sufficient to say that 
the Montreal General Hospital can boast of the first train- 
ing school for nurses in Canada.” The first training 
school for nurses in Canada was founded by Dr. Mack, 
of St. Catherines, Ont., and was opened in the year 1872 
by a sister of Miss Nightingale’s group, a superintendent, 
selected by Miss Nightingale herself to start this impor- 
tant work, at Dr. Mack’s request. 

The title of the school, which was authorized to issue 
diplomas, is “The Mack Training School for Nurses,” in 
connection with the General and Marine Hospital, St. 
Catherines, Ont., Canada. An account of this school can 
be found in the “History of Nursing” by Miss Nutting 
and Miss Dock, in which the school is referred to as “the 
historical school of Canada.” This school is still in exist- 
ence and issues diplomas. 

There is a slight difference between the years of 1872 
and 1890, as stated in Miss McLeod’s article as being the 
date of the Montreal General Hospital school. I might 
also add, that the Toronto General Hospital had opened 
its school for nurses previous to that date, under Miss 
Snively as superintendent. 

M. EUGENIE HIBBARD. 


Vedado, Habana, Cuba. 
* * * 
Hospitals and Medical Care in Australia 
To the Editor of THe Morern HespItar: 

You desire to learn “how we have solved the problem 
of medical and hospital care for people in the vast thinly 
settled parts.” I am afraid the problem still awaits solu- 
tion. Comparatively few of the country townships have 
public hospitals. In all townships sufficiently large to 
maintain a local doctor, private hospitals have been estab- 
lished either by nurses or doctors. These are mainly 
used by patients who live in the bush. The expression 
“living in the bush” indicates in Australia that the person 
lives several miles out of a township in a pastoral or 
egricultural area. “Bush” does not necessarily mean a 
forest; it may even connote a treeless plain. 

Not many years ago, it was customary for the doctor 
to be called very many miles to see patients. Very often 
only one visit was practicable—it being impossible for 
the doctor to cover the necessary distances over bad roads 
when he had several patients widely apart. In some cases, 
the doctor would require a day or more to reach his 
patient. 

The practice now is to bring the patients—particularly 
midwifery patients—to private hospitals. The doctor is 
thus enabled to devote more attention to his cases and the 
patient is saved the mileage rates which are necessitated 
by loss of time occupied in traveling. 

These private hospitals are often very modest struc- 
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tures, but they are certainly useful under the circum- 
stances. Transport of the sick in country districts is 
rather a difficult matter. The demand for an ambulance 
service in country districts is too small to justify any 
person or body maintaining such a service. Country roads 
are not suitable for motors but if they were, the cost 
($300 for the cheapest) is beyond the purse of the av- 
erage farmer. Consequently, patients have to be carried 
from the farm to the township by ordinary horse vehicles. 
E. ROBERTSON, 


Public Health Melbourne, Australia. 


Secretary, Department, 


“KALIFORNIA HOSPITAL KAFETERIA” 
A Result of Lack of Dining Room Help—Facilitates Serv- 
ice and Lessens Expense—Meets With Entire 
Approval of Nurses 





The cafeteria movement in hospitals which started in 
the East has reached the western boundaries of the coun- 
try, the California Hospital at San Francisco having 
taken up the plan. 

“We hesitated to try it,” writes Anna A. Williamson, 
superintendent of nurses, in The Pacific Coast Journal of 
Nursing, “fearing that after going to the expense of put- 
ting in the necessary equipment, it might not prove all 
we wished it to be. But the serious problem of securing 
eny help for the dining room hastened our decision.” 

It took about two weeks to make the necessary changes. 
During that time meals were served in a classroom adjoin- 
ing the dining room, the overflow occupying the hall. 

The line forms in the hall and on entering the room, 
keeps to the right. The trays come first, next the silver 
in boxes, then paper napkins folded so that they can be 
handled easily, next the butter in small patties, and after 
that the steam table. The first woman serves soup and 
meat, the man who stands next adds potato and gravy, 
serving the vegetable in a separate dish. One woman 
serves both dessert and tea, except when there is ice 
cream. In that event, the baker from the kitchen is 
pressed into service for the first rush, after which it is 
taken care of by a woman. 

Bread, water, and milk are placed on the tables, with 
a glass at each plate, and salt and pepper at convenient 
distances. When served, the nurse goes to her place, re- 
moves the food from the tray, and places the latter on a 
side table reserved for that purpose. As soon as the last 
one passes the steam table, the man leaves his place and 
refills milk and water pitchers, replenishes bread plates, 
and removes soiled dishes, the two women behind the 
counter taking care of those who come late. 

Breakfast is served from 6:40 to 7:50 a.m.; dinner 
from 11:30 a.m. to 12:50 p.m.; and supper from 5:30 to 
6:50 p.m. The dining room seats eighty-five at one time 
and about 200 can be served between the hours given. 
The service has been in operation about two months, 
“and,” says Miss Williamson, “we wonder how we ever 
endured the old way with its indifferent service, cold 
foods, and mussy dining room. Now we have hot dishes 
het, cold dishes cold, and only take what we wish to eat, 
as we can quickly secure a second portion if we desire. 

The midnight supper is not served on the cafeteria 
plan, but by one of the night men, the menu being ar- 
ranged by the dietitian. At this meal, hot soup, meat or 
meat substitute, a relish or salad, a pudding, fresh fruit, 
or frozen dessert are served together with bread, butter, 
and hot coffee with cream. 

The tota! initial expense of the 
$294.67. 


undertaking was 
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Organization of Hospital in a Small Town 
To the Editor of THe MoperN Hospitau: 

I am seeking information relative to the best form of 
organization from the standpoint of efficiency for a hos- 
pital in a town of about 25,000 population. Like all small 
towns, there are many petty differences so that it is prac- 
tically impossible to get anything like unanimity of thought 
or action on any matter. The hospital we are operating 
is an old one and has always been sectarian, but we will 
have a new 54-bed building within a year. At present 
it ig operated by an Advisory Board the members of 
which are representative women. The board leases the 
hospital for $1 a year from the board of managers, col- 
lects and disburses all money, and employs and discharges 
all help. The board of managers, over the membership 
of which there has been some contention, merely act as 
trustees for the $50,000 endowment fund. The hospital 
must remain sectarian, but we want the kind of organiza- 
tion that will get the most and best service out of every 
dollar for the people who use the hospital. I would also 
like to know how far in the interest of efficiency, women 


may be used on the managing board. 
CITIZEN OF A SMALL TOWN. 


Reports so far received, and results shown by the man- 
agement of hospitals by women’s board have not been 
encouraging, that is, where the women’s board has really 
had anything to do with the actual management of the 
institution. In fact, the same thing may be said of 
boards composed of men, if these boards attempt to exer- 
cise executive control. The women’s boards seem to have 
worked out well and have proved of great value as 
auxiliaries which have made money and furnished needed 
supplies, but they have made impossible working condi- 
tions and have stood in the way of hospital progress where 
they had actual control. 

Your plan of making the hospital open-door and non- 
sectarian in its policy is the one which has always seemed 
best in a city of your size and in a hospital of this num- 
ber of beds. The plan of 50 per cent representation on 
your board is a fair one, and really should not meet 
with opposition. If you should have a non-sectarian 
board, both men and women, representing the different 
elements for good in your community to act as advisors 
and to give support to your superintendent, you will be 
carrying out the functions of the board of trustees as it 
is considered standard to-day. 

This board should not be large—not more than six or 
eight at the most. The rest of your members, to satisfy 
everybody and avoid hurting any one’s feelings, could be 
formed into an auxiliary to raise money and to furnish 
things needed. 

Your executive, responsible only to the central organi- 
zation, should be an experienced superintendent. For an 
institution the size of yours, the best choice would be a 
capable woman who is a graduate registered nurse and 
she should be given entire charge of the actual running 
machinery in the hospital without outside interference. 
As we have said before, the function of the board of con- 
trol is advisory and must be in the nature of a support— 


helpfully critical, not actually executive. It may be shown 
that end-results have proved this method of hospital ad- 
ministration to be the present standard method of effi- 
ciency. The older methods where the committee actually 
attempted the hospital management should go to the scrap 
heap, because experience has shown that they have brought 
friction and heartaches and have stood in the way of 
progress. 

Try to make your people understand that the hospital 
means first an educational institution, a workshop for 
your physicians and nurses; a place where the welfare of 
your patients must come first, last, and always; and that 
petty personalities and factions are clogs in institutional 
machinery and an abomination in the sight of the Lord 
Almighty. 

As they say, a prophet is of little honor in his own 
country, so perhaps if you should send for some well- 
known hospital administrator to talk to your people you 
might get quicker results. You may find some useful 
suggestions in Dr. Hornsby’s article’ on the standardiza- 
tion of hospitals. 

ca cd * * 
Ridding the Premises of Mice 
To the Editor of THE MoperN Hospi!tac: 

We have been practically overrun with mice. Can you 

—— something which will effectually rid us of this 
est: 
' HOSPITAL SUPERINTENDENT. 

Getting rid of mice means eternal warfare. You will 
have to use traps, poisons, plug their holes with cement, 
concrete, or plaster and just keep everlastingly at it. 
You might try some of the standard paste exterminators 
if you have not already done so. If you follow their 
directions, the mice will come out on the floor after water 
and die there, when you will be able to throw them out 
and they will not give rise to odors. 

The first thing to do is to set somebody on the job who 
will be responsible for it and whose duty it will be to 
keep at it. What is everybody’s business is nobody’s 
business and you will never be able to count on your nurses 
or your domestics. 

ce * * K 
Pictures for Convalescent Rooms of Hospital 
To the Editor of THE Mopern Hogspitat: 

Will you be good enough to suggest a list of suitable 

pictures for the reception and convalescent rooms of a 


16-bed community hospital? 
SUPERINTENDENT OF OHIO HOSPITAL. 


The question you ask is of considerable interest and 
importance, for many times not enough attention is paid 
to the effect of his surroundings on the convalescent 
patient. I dare not attempt, however, to give anything 
approximating a complete list of pictures for your hos- 
pital, although I may suggest a class. The pictures 
should be cheerful subjects and as far removed from sug- 
gestions of a hospital atmosphere as possible. Water 
pictures are excellent, especially those showing the ocean 
in motion; grazing cows and horses in pasture are other 
good subjects. There are three suggestions in this selec- 
tion: (1) nature, (2) repose and quiet, (3) getting away 
from hospitals and sickness. Among these classes I might 
mention: “A Sunset on the Desert”; “Sunset,” and 
“Scene by a Brook,” Corot; “Shorebound Waves,” Rehn; 
“The Oyster Gatherers,” Sargent; “The Fairy Pool,” in 
colors, Jessie Wilcox Smith; “The Children’s Hour” and 
“The Lord Is My Shepherd,” Taylor; “The Bird’s Nest,” 
Baer; “Twilight and Poppies,” Coleman; “The Brook,” 


1. “Class V Semi-Public Community Hospitals,” THe Mopern 
HospITAL, Vol. VII (November, 1916). 
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Couse; “Peace and Plenty,” Inness; “A November Day,” 
Mauve; “The Old Mill,” Bunner; “The Smithy,” Herring; 
“Song of The Lark,” Breton; “Can’t You Talk,” Holmes; 
“The Wave,” James; “The Angelus,” and “Planting 
Potatoes,” Millet; “Call to The Ferryman,” Knight; 
“Hiawatha,” Norris; “The Helping Hand,” Renouf; “Holy 
Night,” Correggio; and “The Windmill,” Ruysdael. 

These, many of which may be had in the Copley prints, 
range in price from $3 for one ten by twelve inches, to 
$12 for one twenty-four by thirty-four inches. 





THE CHILD FOREMOST AMONG RECONSTRUCTION 
PROBLEMS 


“Children’s Year” Inaugurated to Counteract Destructive 
Tendencies of War in Regard to Child Life—Program 
Includes Betterment of All Classes 


Because the war has, in large measure, tended to de- 
stroy his rightful heritage, the child now stands foremost 
among reconstruction problems of the country, says Sarah 
Mackler in The Pacific Coast Journal of Nursing. As a 
beginning of the solution, “Children’s Year” is to be 
featured by the Children’s Bureau of the Child Welfare 
Department. 

A working program has been prepared, the plans being 
grouped. Four groups are concerned with the needs of 
normal children in their own normal homes, the fifth being 
the special problems of children whose homes have been 
broken up, or who, for any reason, need special care. 

The success of the plan depends upon the activity of 
the local committees and the cooperation of individuals. 
The first community activity is the nation-wide weighing 
and measuring tests of young children. 

As the life, health, and normal development of the child 
depend largely upon the health and protection of the 
mother, one of the most important topics is public protec- 
tion of mothers, infants, and small children. Home care 
and income will also be taken into consideration, as in- 
fant mortality among babies of working mothers is found 
to be considerably higher than that among babies whose 
mothers do not have to work. 

The burden of support should not be placed upon young 
children; hence cities should be on guard against spe- 
cial exemptions from state child labor and school exemp- 
tion laws. The development of constructive measures to 
meet conditions which lead to the employment of children 
is urged. 

The neglect of recreation for children, and special care 
for the blind, the deformed, the foundling, and the delin- 
quent form part of the program. Among corrective meas- 
ures advocated are the prevention of blindness by treat- 
ment of the eyes immediately after birth, the control of 
epidemics of trachoma, and the establishment of schools 
for the blind. The placing of deformed or crippled chil- 
dren in special institutions where the deformity may be 
corrected and where occupations suiting the degree of 
the deformity are taught, is also urged. The foundling 
and illegitimate child offer unusual opportunities for real 
service to nurses and social workers. The delinquent 
should have proper supervision and guidance to prevent 
its drifting gradually into a life of crime. 

In order that the program of “Children’s Year” may 
be successful, every large city should establish milk sta- 
tions in the most densely populated parts, where mothers 
can secure a sufficient supply of good milk for their in- 
fants, and also obtain information as to proper care of 
them. 


INSTRUMENTS 
AND EQUIPMENT 








VINCENZ MUELLER, Technical Editor, 
GEO. W. WALLERICH, Associate Editor, 


Please address items of news and inquiries regarding New Instru- 
ments and Appliances to the editor of this department, 327 Southeast 
Avenue, Oak Park, Illinois. 


Portable Orthopedic Frame 


This apparatus has been designed by Dr. R. D. Maddox, 
Cincinnati, Ohio, with the view to giving the surgeon who 
at times is called away from his hospital base a practical 
fracture and extension apparatus which he may take 
along with him without too much inconvenience. It should 
also be the apparatus of choice for the smaller institutions 
which, because of limited resources, are unable to acquire 
one of the more elaborate fracture and orthopedic tables, 
such as the Hawley or the Albee table. 

This outfit combines in a comparatively small and port- 
able form all the necessary and mechanical principles of 
the several types of supports now in use and will facili- 
tate application of all forms of jackets, spicas, and other 
dressings required in general and orthopedic surgery. 

The primary mechanical principles of this apparatus 
are essentially a horizontal base rod, a vertical head post, 
and a vertical pelvic post, clamped to the base rod; one 
or more vertical posts, placed beyond the pelvic post, or 
between the pelvic post and head post, and clamped to 
the base rod; one or more lateral rods clamped to any 
vertical post below and at right angles to the base rod, 
to form a lateral base; and suitable fittings for all the 
vertical posts, to support the springs, rods, or webbing 
bands on which the body rests. As this apparatus is in- 
tended to be used on a table or in a bed, any form of sup- 
port other than the lateral rods under the base rod is 
unnecessary, but may be used. Additional support or 
traction for any part of the body is obtained by extending 
a rod or rods from a clamp on the base rod and attaching 
to this second rod the supporting fixture, or the bandage, 
or strap for traction. All rods or posts, not essential 
members of support, may be clamped lightly at a point 
of extension and, when so clamped, may be axially turned 
in either direction and locked at any point by means of a 
clamp, giving a powerful windlass action in all planes 
parallel or tangent to the base rod. Variations of this 
form are almost unlimited. 

When the apparatus is to be used in the hospital only, 
it is, of course, not necessary to dismount it into the many 
parts shown in Figure 3. 

The whole apparatus, when dismounted, goes into a 
case, the size of which is 26% by 10% by 3% inches. The 
weight complete is 45 pounds. 

* K * % 


Self-Rectifying X-Ray Tube 
Manufacturers of x-ray apparatus are now devoting con- 
siderable attention to self-rectifying x-ray tubes. A self- 
rectifying tube is one that rectifies the high-tension alter- 
nating current and, at the same time, generates x-ray. 
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Messrs. Green & Bauer of Hartford, Conn., and Chicago, 
have put such a tube on the market under the name of the 
“Renifar” self-rectifying x-ray tube, which warranted the 
manufacture of special closed-core transformers to op- 
erate it. 

A transformer depending upon the “Renifar” self-rec- 
tifying x-ray tube to rectify the high tension alternating 
current, possesses many attractive features not found in 
other instruments for the generation of x-ray. Some of 
the many advantages are: (1) the short time and low 
milliampere seconds in which radiographs can be taken 
satisfactorily; (2) the reduction in capacity, bulk, and 
price of transformer; (3) the elimination of noise while 
operating; (4) the elimination of expensive and special 
wiring to make connections; (5) the elimination of mov- 
ing parts; (6) the long life of the tube; (7) the elimina- 
tion of interrupter when the tube is used from an induc- 
tion coil on the alternating current; (8) great penetration. 

Transformers operated in connection with this tube re- 
quire from 10 to 12 milliamperes for a radiograph of any 
part of the body. The manufacturers state that, with 
such a tube backing up a spark of 6 inches and drawing 
10 to 12 milliamperes, a hip of a 160-pound patient can 
be taken in 50 milliampere seconds, and a lumbar spine 
in 60 milliampere seconds. For fluoroscopic examination, 
only a few milliamperes are required to obtain an excel- 
lent definition. 

The control of the vacuum is simple, and any resistance 
and milliampere reading can be obtained by manipulating 
the rheostat. 

When the “Renifar” self-rectifying x-ray tube is used 
in connection with an induction coil on the alternating 
current, no interrupter is needed. The alternating cur- 
rent from the line is connected directly to the primary of 
the coil. The manufacturers claim that the tube will sup- 


press the inverse current and the coil will be found to. 


work 50 per cent faster. To prove their contention, tests 
have been made with an 8-inch induction coil that would 
not take the hip or lumbar spine, no matter how long the 
exposure. When using this self-rectifying tube, satis- 
factory radiographs of these respective parts were ob- 
tained within a reasonable time. 

1 B x * 


The McKenna Fracture and Orthopedic Table 

A fracture table designed for all classes of orthopedic 
work and provided with the means for making fluoroscopic 
examinations during extension has recently been placed 
upon the market at the suggestion of Dr. H. H. McKenna, 
of Chicago. 

The table, constructed on a segment or unit principle, 
permits of the independent adjustment of the various seg- 
ments. 

The lowering of a segment or of segments out of the 
way of the surgeon leaves the patient suspended over the 
open space, thus effectually eliminating the strain to which 
a patient is subject when suspension is secured by means 
of elevation. 

Great rigidity of the working parts of the table is com- 
bined with smooth, easy adjustment of these parts. The 
segments composing the table top are raised and lowered 
by means of a spoked handwheel and steel shaft, working 
in conjunction with worm gear and ratchet bars. A turn 
of the wheel elevates or lowers the segment as may be 
desired. Segments composing the body of the table and 


segments composing the leg section and arm section are 
supported by the ratchet bars in a manner which insures 
rigidity under great strain. 

The table is distinctive in construction and in the method 
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of adjusting the segments when it is used for operative 
werk on the lower limbs. These segments for operative 
work on the lower limbs, two in number, work indepen- 
dently of each other. They can be swung out at an angle 
from the body of the table, thus permitting the operator 
to work in between the patient’s limbs with perfect free- 
dom. These segments supporting the lower limbs are con- 
structed so as to permit of their being locked at any angle 
to each other and to the body of the table that the operator 
may find convenient in his work. The table is equipped 
with perineal posts and with adjustable traction attach- 
ments for securing traction on both the upper and lower 
limbs. 

The table frame is made of steel tubing, finished in 
white enamel and mounted on rubber-tired castors; the 
castors are fitted with brake for locking and holding the 
table in one place when necessary. The table top is com- 
posed of segments made of angle steel and covered with 
sheet zinc, the zinc being brought down, around, and over 
the steel frames of the segments, making the table top 
easy to clean and keep clean. 
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